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AUTHOR’S PREFACE TO THE 
ENGLISH EDITION 

Since the appearance of the German edition of this booh in October, 
1935, I have treated a further 1100 new cases of anorectal disease, 
as well as giving further series of treatment to just over 300 patients 
who had already had treatment by me Some of these latter had 
very long-standing disease, and a number have now had three to 
four series of injections All this fresh material is now included in 
the English edition , it includes 80 new fistula cases, 200 new fissures, 
and 1 80 new cases of pruntus am 

In none of these cases was an) serious complication, attributable 
to the treatment, observed This maj possibly be due to the fact 
that in the last three >ears I have both lowered the concentration of 
the injection solution and diminished the amount used at a time 
The first treatment is now limited, almost without exception, to three 
injections of 3 minims each (about a third of the quantity formerl) 
used) given with the Blond drop-synnge Ever) patient is digitally 
examined before treatment is begun, in order to eliminate the risk 
of giving the injection in the presence of commencing inflammation 
in a thrombosed vanx If the examination is painful, or if marked 
sensitmt) suggests, the possible presence of such an infection, treat- 
ment is withheld for a few da)s until it is either revealed or excluded 
Where, how ev er, as is much more commonl) the case, such tenderness 
is due to a hidden fissure, the latter maj be dealt with at once, and the 
treatment of the internal varices begun after an interval of five to 
eight da)s 

In adJition to m) own personal cases, treated vvithout mishap, 
some six to seven hundred cases which have now been treated b) my 
pupils in various places should be mentioned Without doubt the 
real total of such cases must be far greater, for many of my pupils 
have not as yet published their results Among those who are now 
practising the technique which they leamt from me are Baumann in 
Zurich, Bohm, Samet, Haber, and Levuth, in Prague, Kassowitz 
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and Lukic m Jugoslavia , Cholkar in India , Lopez Gon/alo in 
Spam , Lehnert and Wilde in German} , O’Loghlen in London , 
Papier in Poland , Parker in Boston , Perriera in Portugal , and 
Szandor in Hungary Quite a number of institutions in Austria 
and Germany have now adopted the methods 

Whereas in Austria and German}, at least in the early da}s of 
m} injection treatment, a great deal of opposition had to be sur- 
mounted, in England and America the method needs no apology, 
being already established and having the approval of leading procto- 
logists Of relatively minor importance is the actual solution used 
for injection Ever} experienced worker has his own well tried 
preparation, his own instruments, and a technique to which he is 
accustomed On the other hand, it does seem to me important that 
preference should be given where possible to methods which are 
ambulatory and which do not in the least interfere with a patient“s 
ability to continue his work Tor this reason I hope that m> 
advocacy of injection treatment for fissure, fistula, and pruritus will 
prove acceptable in the English-speaking countries 

In the injection treatment of rectal varicose disease it is the 
underlying theoretical principles which have hitherto received least 
attention 'I his defect I have endeavoured to remed} , and it is 
these basic principles, together with the hypotheses which spring 
from them, that I am anxious to bring to the notice of the medical 
profession in England and America In particular, I hope that the 
intimate relation between anorectal varicose disease and the portal- 
caval circulation will now receive the notice it deserves 

The German edition was published with the assistance of m> 
pupil, Dr Herhert Hoff For the content of the book I 3lonc am 
responsible, most of the material having been published beforehand 
in a number of papers To Dr Hoff m} sincere thanks are due for 
the compilation of the statistics and for the management of the notes 
of the cases (700) seen at Prof Schonbauer’s clinic in ^ lenna The 
remainder (2400) were seen b} me in private All the 3100 casts 
were treated by me personall} 


KASPER BLOND 



TRANSLATOR’S PREFACE 

Some sections of this hook, such as those on the injection treatment 
of haemorrhoids, will cause no surprise or comment in England 
Others, for example on the aetiolog) and treatment of fistula and 
pruritus, will be new to man) readers Others again, and in particular 
the theoretical concepts of the portal s)stcm and its role in the 
causation of varicose disease, will be not onl) new but startling Tt 
is hoped that their wider discussion will stimulate experimental and 
clinical work and thus help to venf) and elaborate them 

This translation has been prepared in close collaboration with 
the author, who has added his more recent data and experiences 
and made other slight modifications of the original German list 
of references has been appended 

Both Dr Blond and I desire to place on record our appreciation 
of the ver> great care, skill, and willing co operation of Messrs 
John Wright and Sons 
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HEMORRHOIDS 
AND THEIR TREATMENT 


CHAPTER I 

THE AETIOLOGY OF HAEMORRHOIDS 

Olr ideas and theories regarding the origin, pathology, symptom- 
atology, and treatment of hicmorrhoids have for long stood in need 
of revision There is, for example, no consensus of opinion as to 
whether ‘ haemorrhoids ’ is a disease sut generis, or whether the dilated 
veins are merely symptoms of some systemic disorder The typical 
haemorrhoid, consisting of a cluster of small prominent veins, and 
tending to prolapse downwards to some extent on defecation, is 
responsible for an important group of symptoms Yet it is probablv 
not correct to regard these dilated veins as m themselves constituting 
a disease, for they depend upon some venous congestion for their 
formation , and for this congestion m turn there must be some 
underlying cause, such as, in some instances, a dysfunction of the 
liver 

Any one examining many cases of hemorrhoids w ill notice certain 
variations which are physiological rather than anatomical Thus, in 
the same patient there are changes in the tone of the sphincter am, 
which may vary from a state of hypertonus to one of hypotonus 
Also a very great difference m the degree of prominence of the 
hemorrhoids may be noticed from time to time , it will differ before 
and after defecation, and the type and quantity of food ingested and 
the stage of digestion will also produce variations Such changes 
can readily be made out with the proctoscope 

The term * hxmorrhoid ‘ is usually understood to mean an 
anorectal vanx Such varices are commonly subdivided into external 
and internal But taken literally, the term connotes bleeding Now 
there are many patients with anorectal varices who are never troubled 
with bleeding, and these individuals mav be quite unaware that 
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hasmorrhoids are present Yet a variety of manifestations other than 
bleeding may occur, for which the ‘ haemorrhoids ’ are responsible , 
so that the designation appears to the author not particular!) apt, 
and in some cases misleading Similarly the term ‘ pile ’ (pila, a 
ball), referring as it does to palpable swellings, is vague and unsatis- 
factory In this book we shall bring together under the general 
heading “ zancose syndrome of the rectum " a group of manifestations, 
often hitherto regarded as independent entities , and w e shall try to 
show that they are bound up with the presence of rectal varices 
These manitestations are erythema , eczema, and pruritus am , pruritus 
zufoef and scroti, anorectal thromboses (internal and external) , anal 
fissure and stercoral ulcer, proctitis, pert-anal infection, and anal 
fistula , and prolapse of the rectal mucosa We confine the term 
1 hasmorrhoids ’ to the actual mucosal prominence due to the under- 
lying varix, and for the firmer swellings due to thrombosed varices 
we use the Latin word nodulus ’ No doubt the latter term was 
originally introduced merely to emphasize that patients with rectal 
varices were prone to the sudden appearance of nodes or swellings 
about the anus Nowadays, howeier, there is a tendency to forget 
that the noduli arc merely symptoms and to regard them as a separate 
complaint Thus many people consider these external thromboses 
to be inflammatory in origin , but this is not the case Inflammation 
may certainly follow as an accidental complication, but it is by no 
means the rule Another common error is to mistake such throm- 
bosed external varices for prolapsed ’ internal piles and to attempt 
their replacement The true nature of these noduli will be con- 
sidered fully tn a later chapter, but this preliminary critical examination 
of the terminology is essential, because the loose use of terms such 
as the above tends to perpetuate errors though it may serve to cover 
our ignorance The old-fashioned terms ‘ internal ’ and ‘ external ’ 
hemorrhoids should be abandoned because in reality there are no 
such things as external hemorrhoids There arc indeed varices 
under the anal skin belonging to the inferior hemorrhoidal plexus 
but they scarcely ever bleed The so-called ‘ skin-tags gencrallv 
quite harmless — upon the removal of which operators place such 
'5>*i.txs&, vi% Wivwvpw iiwA wi waAvws wf vorwis/i 

condition The redundant skin-fold may distend with blood during 
defalcation, but is scarcely ever a source of bleeding The character- 
istic and sometimes alarming haemorrhages to which these patients 
are liable always come* from internal varices A diagnosis of external 



THF AETIOLOGY OF HEMORRHOIDS 3 

bleeding is general!) due to mistaking a prolapsed, strangulated, 
internal vanx for an external 

This bleeding maj serve as a convenient starting-point for the 
argument of this book In more than one instance, patients of ours 
have given a story of having been found fainting while at stool, having 
lost a pint or more of blood quite suddenly When such patients are 
examined proctoscopically, it is astonishing to find that the varicose 
vessels appear to be quite small The source of the bleeding can 
as a rule be seen easily, and if the small covering thrombus is 
removed, blood only trickles out drop by drop from the vein The 
question therefore arises, how it is that during defalcation such 
terrifying bleeding can occur from these same small vessels 

The answer is that blood is forced backwards from the valve- 
less portal system During proctoscopic examination the blood-flow 
is upwards, le, hepatopetall), and only escapes in a small trickle 
from the vein , but during defecation there is in these same patients 
a reversal of flow m the portal circulation, exactly comparable to that 
which occurs tn a saphena vanx This, in the case of the saphenous 
system, may be demonstrated by what is called Trendelenburg’s 
sign This temporary reversal of floto in the portal circulation is the 
true cause of anorectal varices All pathological conditions which 
impede the portal venous return maj thus play a part in the develop- 
ment of hajmorrhoids Examples are heart diseases, cirrhosis and 
inflammatory swelling of the liver, and hepatic metastases More- 
over, diseases of organs adiacent to the portal vein, inasmuch as they 
maj produce pressure on the vein, may be contributory factors 
Examples again are stone in the common bile duct, and tumours 
of the pancreas or the right kidney 

Thus it will be seen that the rectal varicose syndrome is not 
to be regarded as an idiopathic disease This was realized quite 
well long ago, as the following quotation from Wunderlich (1856) 
on the subject of piles shows — 

In a disease which commences insidiously, and which may be well 
established before definite symptoms occur, it is difficult to trace out the 
original causes Nevertheless it is generally accepted that any condition 
which leads to congestion of the pelvic viscera by interfering with their 
venous return, will favour the development of hemorrhoids This mani- 
festation of the pelvic congestion may in some cases be predominant, and 
the underlying causes unobtrusive and non progressive In other cases, 
however, some important and serious disease of the heart, liver, or bowel 
may be present, though overshadowed by the rectal symptoms 
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A second quotation from the same author will serve to show 
how our ideas have advanced with the increase in our knowledge of 
cellular pathology — 

The diagnosis of h-emorrhoids may often be difficult On the one 
hand it does not follow that rectal bleeding, external noduli, and other 
manifestations are purely local in origin They may well be mere bj- 
products of some other disease as of the heart or liver On the other 
hand, the absence of obvious pathological changes at the anus does not 
exclude the existence of haemorrhoids In many cases after long observa 
tion the diagnosis of haemorrhoids is final!) established by a rectal hxmor 
rhage Hence it is not surprising that diagnostic mistakes m both 
directions are of daily occurrence 

And whereas in the past the tendency was to attribute symptoms of 
the most widely different origins to piles, so that important systemic 
diseases were not infrequently overlooked, the inclination nowadays is to 
err in the opposite direction, and to misunderstand many clinical pictures 
by not giving due weight to the presence of piles and their implications 

That the rectal varicose syndrome occurs mainly in adults is to 
be expected, for the diseases which cause it are chiefly those of 
adults It is not an inherited disease or diathesis as is widely 
taught , for if it were, we should see the development of haemor- 
rhoids in children as commonly as m adults The condition is 
rather to be regarded as a wearing-out process Although a few 
cases of juvenile or adolescent hemorrhoids have come to our notice, 
a definite exogenous cause could be found in all these cases The 
higher the average age of a given group of people, the greater will 
be the incidence of rectal varicose disease , in other words, the 
incidence is that of a ‘ wear and tear ’ disease In apparently healthy 
individuals, so-called idiopathic hfcmorrhoids may generally be shown 
to owe their origin in adults to overeating and in children to faulty 
habits of feeding etc The abuse of aperients would seem to be 
one common aetiological factor The hremonhoidal patient is often 
of plethoric build, with prominent abdomen The result of over- 
eating is that the liver is chronically overloaded 

Some have supposed that there exists a racial predisposition to 
piles, but this would probably be explained rather by differences 
in food and the methods used to prepare it — some methods quite 
conceivably being more harmful to the liver than others Children 
of all races are alike practically exempt from the disease as long as 
they are properly and naturallv fed In all races alike piles 3rc a 
complaint of later life, when faulty habits of eating and drinking 
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ha\e become established In the author’s series of more than 3100 
cases no definite evidence of any racial predisposition could be 
found 

Two important predisposing causes are often considered to be 
a sedentary life and chronic constipation Yet a sedentary life is 
by no means an essential factor, for we have seen large piles in 
young professional footballers and other athletes whose mode of 
life was obviously a very active one As for constipation, we shall 
later bring forward evidence that this is not a cause, but merel\ 
another symptom of the varicose syndrome Many hemorrhoidal 
patients will be found on careful questioning and examination to 
suffer from stomach, bowel, liver, or biliary disorders, and to this 
interesting fact we shall refer later 

Supporters of the * inflammatory theorv ’, among whom Quenu 
and Hartmann are prominent, base their opinions largely on the 
inflammatory changes which mav be demonstrated histologically m 
the varicose anorectal veins Our contention is that these changes 
are secondary in nature Uncomplicated rectal varices are rarely 
if ever infected infection supervenes only after thrombosis has 
occurred Even then, infection is by no means the rule, but rather 
the exception 
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CHAPTER 11 

SYMPTOMATOLOGY 
I EXTERNAL VARICES 

It is possible to distinguish three kinds of anorectal varices Large 
calibre tews are to be found under the mucosa 5 to 8 cm above the 
anus, and these, which belong to the superior hemorrhoidal plexus, 
perforate the muscular coat and anastomose tilth terns of the genital 
plexuses Lower down are medium sized tetris, mostly belonging to 
the middle hemorrhoidal plexus, and in the region of the external 
sphincter are small tews constituting the inferior hemorrhoidal plexus 
These latter varices are dilatations of quite minute vessels 

This classification is in our opinion more valuable than the usual 
ones It affords a useful comparison with varicose veins of the lower 
extremity Here the largest varices are almost entirely confined to 
the thigh , they hardly ever extend below the knee Smaller veins 
are found chiefly on the dorsum of the foot and over the malleoli 
The minute dilated v etns— telangiectases— are however seen at all 
levels and are a certain sign of venous stasis Vances in the ampul- 
lary part of the rectum are rare, they have been described in the 
literature, but are not of practical importance Surprisingly often 
anorectal vances util be found to coexist tenth leg tanees, and tilth 
tartcocele Varices at the anal margin may exist for years without 
causing bleeding, pain, or any other symptom They may, however, 
be detected by a physical sign which has not hitherto been described 
in the literature If a patient with such vances is told to ' bear down , 
the veins become distended with blood and are then visible as a 
blue discoloration showing through the thin anal skin 

These small varices are very commonly met with near the muco- 
cutaneous junction, and in this situation sudden spontaneous throm- 
boses are prone to occur 1 here is often a history of diarrhtra, or of 
the use of some strong purgative, just before this happens The 
thrombosis is very painful, and the patient is unable to sit down 
comfortably There may be severe tenesmus, and a feeling as of a 
foreign body m the rectum Sometimes a localized swelling may 
be seen, beneath which a little group of such thromboses is to he 
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felt The patients are often alarmed bj the severe pain, which 
interferes with their sleep, and soon compels them to seek advice 
Very often a wrong diagnosis of ‘strangulated piles’ will be made, 
and hot applications and the traditional sitz baths ordered , or the 
doctor maj waste his time and trouble in efforts to * replace ’ the 
' prolapsed ’ pile 

Tf such a spontaneous thrombosis is left to take its course, after 
about eight dajs (even without poultices, aperients, and sitz baths) 
the blue colour fades, the previously somewhat ccdematous nodule 
becomes shrunken, the contained clot is absorbed, and the end- 
result is an ordinary ' hypertrophic skin-tag’ In other cases a 
painful process of ulceration occurs, and a small hole appears in the 
thin anal skin This gradually enlarges, and finally the clot breaks 
through and is extruded In other cases again, there may be great 
pain with fever, and suppuration occurs in the clot before it ulcerates 
through In this way a little abscess is secondarily formed, which 
either bursts on to the surface or has to be incised If such a thrombus 
is situated at the mucocutaneous junction, especiallj at the posterior 
or anterior commissure, but rarely to right or left, it may, after the 
loss of the tiny infected thrombus, develop into a typical anal 
Jissure 

We may correlate these various clinical pictures by stating that 
they are several stages of the same process First of all, we must 
distinguish a stage in which the varices produce few or no subjective 
symptoms, jet may be seen shining through the anal skin when thev 
are distended The blood which distends them as the patient is 
made to 4 strain down ’ comes from the portal svstem, and rapidly 
drains off into the caval system when the pressure is released Yet 
although this intermittent reversal of flow is already present, it will 
be noted that the patient has no symptoms In the second stage, 
spontaneous thromboses appear with swelling and severe pain, but 
with no evidence of inflammation In these cases, incision of the 
thrombosed nodule and evacuation of the clot will usually result in 
healing per prtmam within three or four days If untreated, the 
patient enters the final stage This is characterized as described 
above bv the spontaneous extrusion of the clot without infection , 
or, more rarely, by infection of the clot in situ, the clot being then 
extruded bv a process of suppuration At the anal margin thts 
stage of acute infection constitutes what is general Iv known as a 
‘pen-anal abscess’ It would, however, be more accurately styled 



HAEMORRHOIDS AND THEIR TREATMENT 


' acute anal thrombophlebitis * If, alternatively, the thrombosis 
is a little above the anus, near the mucocutaneous junction, its 
epithelial covering is much thinner, and rupture occurs without 
severe symptoms, the process being subacute The superficial wall 
of the nodulus necroses, and the tiny clot falls away or is separated 
by slow suppuration Thus is formed the * anal fissure ’ which 
would be much more accurately called ‘ chrome anal thrombophlebitis ' 

II INTERNAL VARICES, OR HAEAIORRHOIDS 
The present medical generation has not given to so called 
* internal piles ' the attention which they merit The early stages 
are considered unimportant, and only the relatively late stages of 
bleeding or prolapse are thought worthy of treatment And yet 
internal varices are of much greater clinical importance than external , 
their manifestations are much more complex, and their early treat 
ment may serve to prevent a train of serious late complications It 
is well recognized that varices m the zone of the middle and superior 
hemorrhoidal plexuses may run a long latent course before the 
first symptom makes its appearance This latency, however, is 
more apparent than real It is true that during this stage the 
classical signs of piles — namely, prolapse and bleeding on defeca- 
tion — are absent Nevertheless symptoms are present, but of a 
kind not hitherto recognized as being hemorrhoidal in origin 
Many patients with internal varices have, for example, chronic 
constipation , others suffer from a serous discharge with a constant 
disagreeable moistness of the anal region, which may later pass on 
to erythema, eczema, or pruritus am In most patients at this early 
stage there will be found no sign of pen-anal skin tags , on the 
contrary, the anus often appears smoother than the average Only 
one sign is present which will reveal to the experienced clinician 
that he is dealing with a case of rectal varicose disease on digital 
examination a quite definitely increased resistance of the sphincter 
will be apparent 7 here is in fact a distinct hypertonus of the 
sphincter, and these patients tend to be particularly sensitive to 
both digital and instrumental examination 

The subjective symptoms of internal varices are very varied 
One patient, for example, will complain of chrome persistent dis- 
comfort, perhaps of pain m the back , while another will have periods 
of complete well-being with attacks of pain or bleeding m between 
Many patients have trouble only during defecation, when prolapse 
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of swollen mucosa tends to occur Patients soon learn how to 
replace the prolapse , the swelling is tender to touch, but on the 
whole the pain is bearable, generally no more than a burning sensa- 
tion As time goes on, these patients are distressed by constant 
soiling of their clothes, and increasing difficulty m keeping them- 
selves clean, some develop quite an elaborate ritual with this 
object This stage may continue for many years, possibly even 
ten or twenty, and is characterized by a h>potonus and atrophy of 
the sphincters In course of time a sneeze or cough is enough to 
bring down the prolapse These patients can then no longer trust 
themselves in the street or in company, for the prolapse demands 
immediate replacement The manner of the bleeding may also be 
characteristic , it may be very slight, perhaps appearing as bloodv 
streaks on the surface of the stool , or it may come at the end of 
defecation in a little spurt 

It is a common belief that strong expulsive efforts may cause 
a hard fecal mass to damage superficially placed varices , but this 
conception, as already pointed out, is unnecessary and erroneous 
If these patients with daily bleeding are examined proctoscopic- 
ally, even before defalcation it will be observed that, though 
the rectal ampulla is empty there is a small trickle of blood 
oozing from congested varices These same patients at stool may 
m a few moments lose half a pint or more of blood This 
blood is, surprisingly, not dark but bright, and spurts out forcibly 
It is this sinking fact which caused Alhngham to postulate the 
existence of artenal varices Its true significance may, however, 
be made clear by the following clinical observation If a moderately 
large vein is pricked or injured dark blood escapes from it drop by 
drop If now the venous return is obstructed, bright blood will 
spurt from the vein Something similar may be observed in the 
large vancose veins of the lower limb If such a vein in a patient 
with a positive Trendelenburg’s sign (that is, a reversed blood-flow 
in the saphenous system) ruptures, blood gushes out m a jet Under 
normal conditions, and during proctoscopy, the blood in the hemor- 
rhoidal veins is flowing upwards (hepatopetally) , but while strain- 
ing at stool the stream is reversed, and the flow is downwards to the 
anus (hepatofugally ) The bright blood which the patient with 
hemorrhoids loses in a sudden rapid gush is actually coming from 
the portal system The great sense of relief and well-being which 
a patient will sometimes feel after such a bleeding may be explained 
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as due to the elimination of toxins which were carried in the porta[ 
blood The older physicians knew that a haemorrhage of this sort 
might often be beneficial — 

Bleeding, as long as it is moderate, should not be interfered with 
All that is needed is a careful diet moderate exercise and the avoidance 
of local or general irritation Only when bleeding is very prolonged or 
severe or if the patient is already \ejy weak, is intervention necessarv 
(Wunderlich ) 

Most haemorrhoid patients suffer from abdominal plethora, 
and their liver metabolism is usually overcharged It may be that 
these bleedings act as a safety-vahe to prevent damage to the liver 

Not all these plethoric patients are constipated , some tend 
to suffer from diarrhcca The author interprets the onset of this 
diarrhrca as a sign of a greater degree of liver damage It occurs 
only when portal congestion has reached an advanced stage In 
many sufferers from hemorrhoids, imperfect liver function and 
dyspepsia are prominent Sometimes the whole gastro-intesttnal 
tract is secondarily affected by the portal congestion The possi- 
bility that gastritis and duodenitis may be but symptoms of portal 
congestion cannot be lightly dismissed As we have alreadv indicated, 
the older generation, who were less prone to think, of diseases as 
separate and local entities, accepted it as self-evident that gastro- 
intestinal disturbances should go hand in hand with haemorrhoidil 
symptoms The author’s own experiences have ltd him to believe 
that in this the last generation was nearer to the truth than the present 
I he rectal varicose syndrome is not a localized disease of one organ, 
but rather an indication of a dvsfunction of the whole alimentary 
tract 



CHAPTER III 

DIAGNOSIS AND INVESTIGATION 


The mtestigation of a patient with rectal disease is not such an 
elementary matter as is generally supposed , it consists of more than 
digital and endoscopic examination It commences with the taking 
of a careful history, on which the subsequent procedure is based 
The methods to be adopted depend upon the patient’s presenting 
symptoms It must be remembered that the slightest error of 
judgement in dealing with these nerxous and anxious patients may 
lead to a refusal of further treatment Tor example, an attempt at 
digital examination in the presence of a fissure may be so painful 
that the patient’s confidence is lost It must also be borne in mind 
that patients who hate been operated on one or more times for 
hemorrhoids will most likely have a stenosis or partial stenosis of the 
anus which contra-indicates any attempt at either digital or instru- 
mental examination without preliminary local amesthesia 

It is important to obtain a clear idea of the type of pain com- 
plained of Constant burning pain suggests internal hemorrhoids 
Pain coming on in attacks which begin immediately after defecation, 
remain for some time, and slowly pass off, to return again similarly 
at the next defecation, suggests an anal fissure Pam appearing 
suddenly m a prewously healthy indwidual, persisting day and night, 
and independent of defecation, indicates a spontaneous pen-anal 
thrombosis Constant pam with fe\er should make one think of an 
infected thrombus, i e , an acute anal thrombophlebitis (so-called 
periproctitis) The character of the bleeding, also, may be an 
important aid to diagnosis The occasional appearance of streaks 
of blood on the feces or the toilet paper suggests a fissure A 
Ynstory of constant soiling of the Ymen with blood indicates that 
some degree of prolapse is present If the blood is watery and 
mixed with pus, proctitis or carcinoma must be thought of 

The sudden appearance of a quantity of pus is usually due to 
spontaneous rupture of an abscess Where chronic suppuration 
has followed an operation, a fistula may be suspected Slight puru- 
lent discharge with pam may be due to either fissure or fistula 
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There are important combinations of these symptoms , for example, 
a purulent discharge with a history of prolapse suggests necrosis of 
irreducible prolapsed internal piles Another presenting symptom is 
peri-ana! itching and moistness, most marked at night This itching 
may spread from the anus to the scrotum or vulva and the groins 
When investigating patients with rectal varicose disease, one 
should on principle inquire for any evidence of gastrointestinal 
trouble, and especially as to previous liter or biliary' disease Unnarv 
and prostatic symptoms must also be sought for because, as we shall 
show, these organs may sometimes become affected 

The next step in the investigation is inspection This alone 
will sometimes suffice to confirm the diagnosis foreshadowed by the 
history Patients with spontaneous thrombosis, fissure, fistula, or 
pen-anal abscess mil often not permit anything more than inspec- 
tion Tor fissure, local anesthesia will make digital examination 
possible , a thrombosis must first be anaesthetized and evacuated 
When a thorough external examination has been made, and 
any external varices noted, digital examination may be attempted 
provided that the above contra indications have been dealt with 
The surgeon must not evpect to detect internal varices at thts stage 
hemorrhoids cannot be felt, they must be looked for Palpable 
lesions are thromboses, ulcers, polyps, infiltration, scars and fibrous 
bands, and the results of injection treatment Instrumental exam- 
ination must next be undertaken Rectoscopic findings at the higher 
levels will be found fully described m text-books and reference 
works We are here solely concerned with the lowermost few inches 
of the bowel Large varices seldom extend to the upper part of the 
ampullary portion, so that for the study of these lesions the Worn! 
proctoscope with lateral window is quite adequate (sec p 130) But 
before confining one’s attention to the zone visible through this 
instrument it is important to exclude any lesion at a higher level 
It must here be emphasized that many of the proctoscopes in 
general use are quite unsuitable for the thorough investigation of 
anorectal disease The more accurate understanding of rectal vari- 
cose lesions has been made possible by the introduction of the 
prwtVcfitWjVi. ’K’At* tbit wAx 'hivdau. 

From time to time it will be found that a patient attending 
with piles has a cancer of the rectum, often still operable Moreover, 
cancer of the sigmoid colon may at a relatively late stage lead to the 
development of large rectal varices In this case the infiltration of 
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the tumour and its increasing size lead to a congestion in the superior 
hemorrhoidal vessels In one of our cases vie were able to diagnose, 
on the evidence of a ring of high lying thromboses liver metastases 
which were shortlj afterwards verified at autopsj 

Of the greatest importance is the correct interpretation of the 
proctoscopic findings and the recognition of the appearances seen 
in varicose disease It is ver) common to find doctors who are con- 
sidered to be experts in the subject misinterpreting these findings 




Fig 1 — Proctoscop c appearance of 
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The patients are examined with the ordinary proctoscope and the 
doctor expects to find varices resembling those of the lower limb 
As he cannot see them he concludes that no piles are present 
Neither the absence of skin tags nor the lack of a history of bleeding 
is any indication that internal varices are not present It is m fact 
very difficult to diagnose hsemorrhoids with the ordinary procto 
scope the passage of the instrument flattens and empties the varices 
The illustrations (Figs 1-4) give a better idea than any verbal 
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description of what must be looked for Only long experience, 
both of normal and abnormal rectums, will enable one to recognize 
all the various pathological appearances 

The analogy with the lower limb may be of some assistance 
The large calibre vances ot the rectum resemble the large varicose 
veins of the thigh and upper third of the leg the medium-size 
varices are like those on the leg, particularly of the external saphenous 
group , the smaller varices resemble those on the dorsum of the 
foot and over the malleoli , while the minute dilated venules seen 
especially in proctitis are like the telangiectases seen on the legs of 
women after childbirth 

The normal colour of the rectal mucosa is rose-pink, and in 
the healthy rectum the mucosa protrudes hardly at all into the lumen 
of the proctoscope The diseased mucosa 
is dusky red, or even bluish black, and 
has a rough, granular, almost trdematous- 
looking surface By using the lens of the 
proctoscope, one can clearlj make out 
minute vesicles and tiny erosions where 
the epithelium is deficient The condition 
of the mucosa may be compared with that 
of the skin in pen-anal eczema , in both 
places there arc little localized excoriations 
of the epithelium, with punctate hemor- 
rhages, and in both places there ts a constant 
sero-samous exudation The larger varices 
may he more deeply, so as to be obscured by the thick velvety 
mucosa , they then only betray their presence b> prolapsing into the 
lumen of the proctoscope At times, the mucosa may appear inflamed, 
and fiery red Large superficial varices will show bluish black through 
the mucosa, and on their surface may clearly be seen dilated vasa 
vasorum (Fig 5) Sometimes ulcerated areas are clearly visible 
against the dark vermilion background Sometimes, too a haemor- 
rhoid may be seen topped by a so-called ‘ hemorrhoidal papilla ' — ■ 
a tooth like, polypoid, greyish-white structure (see Hg 4) Another 
interesting observation is that Wge po'ijpi, when present, tend \x> 
be situated m the hemorrhoidal zone 

Such are the changes which are responsible for the mam sym- 
ptoms of hemorrhoids — the pain or burning on defalcation, the 
sense of fullness in the rectum, the moistness and irritation we 
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have alreadj pointed out, there is nothing in these changes to suggest 
that they are primarily infective in origin In our opinion they are 
a direct result of the damming back of portal blood overladen with 
metabolites and other poisonous substances Often a sharply demar- 
cated dark zone may be seen standing out clearly against the neigh- 
bouring brighter mucosa, and looking almost as if it had been painted 
This is the boundary between the middle and inferior haimorrhoidal 
plexuses 

When we succeed in disco\ering all the physiological or patho 
logical conditions which may lead to a reversal of blood-flow in the 
portal system, either intermittent or permanent, the aetiology of 
rectal varicose disease wall become clear We shall also very probablv 
attain to a better understanding of many metabolic disturbances, 
especially of the liver 

A very disagreeable symptom of the varicose syndrome is the 
intermittent prolapse of the mucosa At first the patient is able to 
replace the prolapse, but m course of time the increasing discharge 
and constant soiling of the clothes makes life a misery for these 
patients We treated one patient a colleague, who for years had 
avoided going out in the afternoons because if he even sneezed or 
coughed the prolapse would occur, and need immediate replacement 
True irreducibility is uncommon, so called incarceration only occurring 
if replacement is delaved Then the commencement of inflammatory 
changes and necrosis lead to oedema of the anal ring, and the patient 
fears to make any attempt at reduction on account of the pain 

It has already been pointed out how commonly this condition is 
confused by doctors with thrombosis of external varices T \ternal 
thromboses are of course irreducible , the proper treatment is 
immediate incision Prolapsed piles and mucosal prolapse are 
almost always replaceable if properly handled , so-called incarcera 
tion is generally the result of wrong management The picture in 
such cases is a pathetic one there is intense pain and constant 
tenesmus, making rest impossible, fever may be present The 
author has seen a number of patients whose prolapses were still 
reducible in spite of weeks of wrong treatment by bed, hot compresses 
sitz baths, etc Even at this late stage complete relief may be 
secured b\ correct and energetic treatment 



CHAPTER IV 

THERAPY 

THr ancients were well acquainted with the operative treatment of 
piles Hippocrates in 400 bc was already practising operation by 
ligature and puncture Celsus in Rome at the time of Tiberius 
performed excision In Spam Albukasim, the Arab physician, was 
accustomed to treat piles with the cautery The first to use injec- 
tion methods appear to hate been certain English charlatans known 
as “ pile-curers ” Their methods and solutions were secret, but 
as early as 1853 Jobert had learned and adopted their treatment 

In 1869 the method was extensively used by Morgan, a Dublin 
surgeon, who employed a ferric sulphate solution, and reported good 
results In 1871 Mitchell of Illinois used phenol solutions for the 
same purpose He and his school advocated a 50 per cent solution, 
the object being to cause sloughing of the treated piles Nowa- 
days a 5 per cent solution, in oil or in glycerin, is popular, the aim 
being not to cause sloughing but to sclerose the tanccs by causing 
inflammatory fibrosis in the submucosa 

In 1913 E H Terrell, of Richmond, USA, introduced the 
5 per cent quinine urea solution After the war, Boas commenced 
to use the method in Germany He employed a 70 per cent solution 
of alcohol m conjunction with the suction method of Strauss, in which 
the piles were drawn outside the anus for treatment bv the applica- 
tion of a suction glass It is impossible to mention in detail here all 
the various solutions, their concentrations 3 nd combinations which 
have been tried from time to time Almost every author has his 
favourite solution, to the use of which he has become accustomed 
The reader may be referred to a detailed bibliography of the history 
of injection treatment by Junghanns 

It may be asked whether any treatment can bt aimed at the 
ixtJl raro vbt dnswvt T 0 \Yi» ww vsvosn Val tVvat ?W.V.c 
surgery nor injection methods come strictly under this heading 
Roth (at any rate when the injection is used merely as a substitute 
for the knife or cautery) must he regarded as symptomatic remedies 
fhev are designed to relieve particular symptoms of the recta! 



varicose s\ndrome, the under!} ing cause remaining unaffected, just as 
the cause of dental caries is unaffected bj filling a tooth Surgical 
therap} cannot possibl} affect the factors which actual!} produce 
the rectal varices The so-called 4 radical * operation is in rea!it\ 
even less radical than injection treatment Indeed, this operation, 
which often consists largel) in removing harmless skin-tags, shows 
how little understood is the true nature of the complaint The 
conception of 4 externa! ’ and 4 internal ’, or 4 subcutaneous ’ and 
4 submucous ’ piles, and the treatment that goes with this conception, 
can never be in the true sense aetiological A treatment, if it is to 
strike at the cause of hajmorrhoids, must be directed against the 
hepatic and portal congestion and stasis 

It is not within the author's province to suggest methods of 
attaining this object It is necessar} to draw, somewhere, a line 
between what is the work of the surgeon and what properh belongs 
to internal medicine The phjsician must pla> his part by seeking 
to devise in the light of accumulating knowledge effective methods 
of proph>laxis In the author’s series of 3100 cases of piles treated 
in the last four to five }ears almost 1 in 5 had already been treated 
by operation from one to five times The injection method, as we 
shall show, has a much lower recurrence rate (and therefore should 
be considered the more 4 radical ’ procedure of the two) , }et recur- 
rences do undoubted!} occur, and the reduction of this risk of 
recurrence is to be attained b} a suitable regulation of the patient’s 
diet and mode of life The author’s task m the present work must 
be limited to describing the technique developed by him for injec- 
tion therap} and to discussing the indications and contra indications 
for operative interference This last subject has led to much dis- 
agreement between the adherents of the two (fundamentally similar) 
methods The differences of opinion are largely due to imperfect 
knowledge of the subject, and our aim is to clanf} this situation It 
must be added that in the writer’s view the treatment of piles must 
remain in the hands of the surgeon 

It is a mistake to believe that the introduction of injection therap} 
has supplanted operation , for the latter is still in certain cases the 
method of choice The injection is simply an additional weapon, 
and must be ranged along with the side-window proctoscope and the 
accurate measurement of injection solutions, both essential to good 
results, and together enabling us to deal more successfully with the 
disease In the interests of his patient, the surgeon should be willing. 



iS HEMORRHOIDS AND THEIR TREATMENT 

and able, to use all available methods In the treatment of a single 
case, it may be necessary to make use of several methods as the 
clinical picture alters 

An example will serve to illustrate this point Suppose that a 
patient is seen who gives a story of the appearance, with great pain, 
of a little lump at the anus Inspection verifies the presence of a 
thrombosed nodulus He is in severe pain, cannot sit down comfort- 
ably, and for several nights has had no proper sleep His condition 
demands immediate relief, and this can best be secured by incising 
the nodule and evacuating the clot An injection of 5 c c of 1 per 
cent procaine deep to the nodulus produces anesthesia with instant 
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relief of pain, and an incision i to 1 cm long suffices to release the 
dot ( Figs b, 7) With the idea of avoiding infection, some sur- 
geons prefer the diathermy needle for this incision Though this 
may he better in theory, in practice the knife gives a better result, 
for a diathermy incision takes much longer to heal I he knife 
incision will heal without any reaction in three to four davs, whereas 
if diathermy is used, eight to fourteen days mav be required Although 
the patient is now ■without pam and symptom-free he must not be 
regarded as cured Actually, we have only relieved one symptom, 
namely an external thrombosis A few days after the clot h3s been 
evacuated, treatment should be commenced for the internal varices 
If this is not done, the patient may return sooner or later with another 
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thrombosis, or with ‘prolapsing piles’ His story will then be that 
the prolapse followed directly upon the last dose of a laxative, which 
he mav have been accustomed to take for years Alternatively, he 
might return with an anal fissure Yet another possibility, if the 
underlying varices are still untreated, is that he may come with a 
prolapsed and strangulated * polyp ’—really the remains of a throm* 
bosed internal pile, which again will obviously need a different type 
of treatment It is clear that a disease with such complex and varied 
manifestations can never be treated by a stereotyped routine, the 
methods must be adapted to the needs of the individual case In 
the treatment of fistulie especially, it will presentlv be shown that 



scalpel, diathermy, injection-syringe and proctoscope, sharp spoon, 
and astringent pastes and fluids all have their part to play The 
doctor who neglects to master the use of the whole armamentarium is 
certain to get into difficulties, and will eventually have to call in 
expert assistance 

Injection therapy is therefore not to be thought of as a rival to 
surgery, nor must it be used indiscriminately m all cases , the aim 
and purpose of this book is to point out the proper indications for 
using the scalpel, diathermy, and injection 

Turning now to the method of injection developed by the 
author, it must be pointed out that the term ‘ obliterative ' cannot 
strictly be applied to it The adjective certainly described aptly 
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enough the results of applying to noduli destructive caustics such as 
fuming nitric acid, or injection of 2inc chloride or feme chloride 
It might even be applied to Boas’s method of injecting alcohol into 
piles drawn outside the anus by suction, because this leads to necrosis 
and cicatrization These methods do undoubtedly produce some 
local thrombosis and shrinkage of the individual hemorrhoids, but 
though they have long been familiar we have now abandoned them 
hecause they appear to us theoretically unsound, and moreover cannot 
always be carried out upon out-patients Another objection is that the 
Boas method is only applicable to patients with a weakened sphincter, 
and only the tissues which can be made to prolapse can be treated 
It is of no value in the early stages, where the sphincter is hypertonic 
or hypertrophied Our method, which is essentially a proctoscopic 
one, is best described by the German word ‘ Abdrosselung ’, which 
means literally that the veins are ‘strangled’ or compressed by the 
fibrous tissue formed in the submucosa and can no longer d'late to 
allow a reflux of portal blood 

A senes of injections placed bv the author s technique sub 
mucosallv round the lumen of the bowel at a high level may restore 
to normal within a few days even a severe mucosal prolapse This 
in itself is sufficient to show that thrombosis plays no part nor is 
there an\ destruction of tissue for there are no visible changes at 
the site of the injections The effect is produced by a chemicalh 
induced contraction of the submucous connective tissue with conse 
quent compression of the contained veins These changes tend 
to hinder or prevent any backflow from the portal to the caval system 
Our experiences with this ‘ vein compression ’ method have led us 
to forsake the old 1 obliterative * technique although even the latter 
could show temporary results quite as good as those of opera 
tion In my view the systematic compression of the varicose 
veins by the submucous injection of quinine is the method of 
choice most nearly restoring true physiological function and leaving 
no scarring 

In England and America it is already realized that as the author 
holds this treatment should be m the hands of men specially trained 
in the pathology and therapv of rectal diseases l hrombosed external 
noduli mav, for instance, be associated with a carcinoma higher in 
the rectum, and failure to diagnose the latter is a serious matter 
Certain firms of manufacturing chemists have issued misleading 
booklets of instructions for injection therapy, and have thus brought 



THERAPY 


21 


the method quite unjustifiably into disrepute in some quarters in 
Austria and Germany 

A few authors ha\e recommended that ‘ external piles ’ should 
be injected with glucose solution and ‘ internal piles ’ with quinine 
This suggestion is ill-founded, and based on insufficient clinical 
observation Quinine must, it is true, onlv be injected submucosally , 
but it should not be put into the piles themselves It should be 
placed circularh round the bowel above the hemorrhoidal swellings 
This may be called the site of election If this is done accurately, 
in most cases treatment of external swellings will be unnecessary , 
for the latter are only of importance when they can be distended 
with portal blood by a reflux from above If they are injected with 
glucose, tender cedematous swellings may persist for months The 
author has seen a number o f cac.es in which necrosis of these 
harmless ‘external piles’ had been produced in this way, and 
himself had a senes of cases with local damage before learning the 
correct procedure and dosage It is proverbial that each beginner 
must make his own mistakes and learn from them As regards 
surgery, Langenbeck. s operation is often undertaken for removal of 
even the most harmless skin tags, along with the lowest portions of 
the mucosa The really important varicose veins lying 6 to 8 cm 
above the anus, tortuous valveless vessels liable to become distended 
with portal blood are quite out of reach of the operation, even though 
this may be repeated several times Such treatment may result in 
stenosis, or in weakening of the sphincter with prolapse of the 
mucosa, and these failures show that this type of operation cannot 
truly be described as radical 

Treatment by injection around the higher varices is to be pre- 
ferred to operations on the lines of Langenbeck’s or Whitehead’s 
for the following reasons — 

1 Because the risks of secondary haemorrhage, and later of 
stenosis, incontinence, or prolapse, are thus obviated 

2 Because the higher varices are unapproachable by operation 

3 Because operation requires hospitalization with consequent 
expense and loss of time 

4 Because of the painfulness of the after-treatment (e g , rectal 
tube and aperients) 

5 In some recurrent cases because operation may be difficult 
or impossible 

Even for advanced mucosal prolapse operative intervention is 
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now by no means always necessary, for such cases often yield to 
treatment by injections carefully placed 6 to 8 cm above the anus 
Such treatment has obvious advantages over any operative procedure 
so far devised 

The chief arguments which have been advanced in favour of 
operative treatment for piles may be summarized as follows — 

1 That operation permits the immediate removal of infected 
noduh and crypts under the anal skin without risk of subsequent 
thrombosis 

2 That no sloughs are produced 

3 That benefit is immediate 

4 That cure is permanent, while the benefit of injection treat- 
ment tends to be temporary only 

These points may be considered critically in order — 

1 Infected piles (that is, those which have prolapsed and throm- 
bosed and become secondarily necrotic) and external noduh are nor 
in any case suitable for injection They should be removed with 
the diathermy 

2 Injections also produce no sloughing if properly placed, of 
suitable composition, and accurately measured 

3 It is not entirely true that benefit after operation is immediate , 
there may be symptoms for some weeks afterwards, and certain 
manifestations of the varicose syndrome, such as constipation, may 
not be cured at all by operation 

4 Recurrence, as evidenced by our own cases, is certainly much 
commoner after operation than after injections 

Norman S Kilboume, of Los Angeles, has collected records 
of 62,910 cases by means of a questionary circulated to 293 leading 
proctologists m America, Great Britain, France, and Germany The 
author describes the organization of the questionary as follows — 

‘ On the suggestion of Curtice Rosser, the American proctologists were 
taken from a list of members of the American Proctological Society, 
together with men who, though not members, arc included m its list of 
approved proctologists Through the kindness of Mr St George B I) 
Gray, of Hove, England, a list of members of the Subsection on Proctology 
of the Royal Society of Medicine was used Six French and three German 
proCio’iogists were mdiaiei 

Of the many replies received, 57 replies gave definite information Of 
these nearly all, i c , 49, came from the American list of proctologists It 
was agreed that the names of the individual contributors should not be 
mentioned in the final report so that each clinician might feel free to write 
with utter frankness about his own bad results 
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Nearly all of the correspondents, 49 out of the 57, ga\e statistics on 
their personal use of both operative and injection methods 

The total number of cases reported as treated b) the two methods 
is by operation, 36,648 , by injection, 26,262 

In reply to the question, “ What is 3 our method of choice ' ” answers 
were nozc me operation exclunztly , 11 , prefer operation but also use 
tnjections, 12 , use both methods t er\ extensively or choice depends upon the 
t\pe of case , 18 , injection u the method of choice, 16 — Total, 57 

Operatne Methods — The methods of operative removal were liga- 
ture and excision, 25,198 cases , clamp and suture, 2570 cases , cautery, 
5779 cases , high frequency, 101 cases 

Injection Solutions — The solutions used for injection according to 
the number of proctologists using each are quinine urea hydrochloride 
(usualtv 5 per cent) 23 , phenol in oil (usually 5 per cent), 1 1 , both 
quinine urea HC1 and at other times phenol in oil, 8 , phenol in glycerin 
3 alcohol (70 per cent), 3 , alcohol, ergot, and phenol, 1 , double chlor- 
hvdrolactate of quinine and urea in glycerin 5 per cent, 1 

Mortalities — In the 33,648 cases treated by ordinary operatn e 
methods there were no more than tt mortalities 

In the 26,262 cases treated by injection there were no mortalities 
that could in any way be attributed to the injection treatments 

Sloughs folloKing Injection — One proctologtst, whose experience in 
injection methods was limited to 57 cases, tried various solutions and 
reports sloughs following injection in every one of the cases In 26,205 
patients treated bv 42 other men there were 228 sloughs of importance 
This makes a total of 285 more or less serious sloughs in 26,262 cases 
or an incidence of about 1 09 per cent How serious these sloughs were 
may be judged from the results as to hemorrhage and stricture which follow 
Htemorrhage —After operations on 31 950 patients there was serious 
post operative hemorrhage in 183 patients, or o 573 per cent 

After injections used on 26,183 patients there was serious hemor- 
rhage in 73 patients Of these, 28 were in the practice of the doctor who 
had sloughs in everv one of his cases Including these we have in the 
whole senes a percentage of serious haemorrhage after injection of o 279 
per cent 

Stricture — After ordinary operations stncture followed in 68 cases 
out of 30,925, or o 22 per cent 

Stncture after injection methods occurred in 6 cases out of 26,183, 
or o 02 per cent Fiv e of the six post injection strictures occurred in the 
Tvracljre of the proctcdcgsst who reported sloughs sn every case tsjjerJed 
The other case of stricture followed the use of quinine and urea hydro- 
chloride " 

The statistical treatment of the recurrence-rate is not easy A 
return of symptoms after operation is often not strictly a recurrence 
at all, but the result of incomplete operation The same high lying 
\ances still persist, unreached by the surgeon 
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The author’s personal senes of some 3100 cases is of consider- 
able interest He may with some reason claim unbiased judgement, 
having practised operative treatment for twelve years at four sur- 
gical clinics before adopting injection methods, and afterwards having 
had the opportunity to observe both his own results and those of 
others Thus ample first-hand evidence of both methods has been 
obtained Moreover, whereas the authors 300 operation cases were 
spread over twelve years, the injection cases are all recent and fresh 
m mind, so that the difficulties and complications in the latter group 
tend to bulk more largely than in the former In spite of this, the 
author’s impression is that there were no more mishaps with the 
3100 injections than with the 300 operations The patients them- 
selves (apart from any statistical or medical opinion) undoubtedly 
pronounce in favour of the vein '•ompression method 
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CHAPTER V 

TECHNIQUE OF TREATMENT 

External skin tags must never be injected If they give trouble 
on account of their size, or if they interfere "with cleansing, or indeed 
if the patient wishes it, they may easily be removed in the out- 
patient department or consulting-room, one or two at a time, by 
diathermy The technique is as follows The tag is amesthetized 
with 2 to 3 c c of i per cent procaine , with the patient lying on his 
right side, the tag is now grasped in forceps and its base crushed 
with a clamp The clamp is then removed, and the tag cut off with 
the diathermy needle at the groove thus made The operation is 
aseptic and bloodless, and makes ligatures or suture unnecessary 
Not more than two tags should be dealt with at each sitting Many 
doctors having no persona! experience of the treatment are led by 
the instructions published by manufacturing chemists to inject all 
redundant tissue at the anus As a consequence, we have seen a 
number of patients with commencing necrosis of the tags Even 
at this stage, the moist and painful tag may be removed in the 
manner described above 

Thrombosed external vances should generally be incised Local 
anzesthesia is obtained as above, and as a rule the thrombus delivers 
itself through the little incision Sometimes thrombosis may recur 
after one or two days at the original site or close by If this occurs 
in the same vanx, the clot may be expressed through the same incision 
with a small swab, without further anzesthesia The author had one 
patient (among many hundreds) who had a recurrence at the same 
site every day for three days in succession After operation there is no 
need for a rectal tube or aperients nor need any special instructions 
be given The nex* stool is usually quite painless As a rule the 
thrombus which may be moderate or large in diameter, is single , 
but occasionally there may be several small thrombi which cannot 
be reached through the same incision In such cases five or six tiny 
incisions, 2 to 5 mm long, may be required ( Fig 8) In cases 
where the thrombosis has existed longer than eight days the treat- 
ment is a little less simple, for commencing organization will have 
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caused the clot to adhere to the varix wall It will requtre forcible 
removal with a pair of forceps, and the whole varicosity mav have 
to be torn away from the afferent and efferent vessels , or perhaps 
the clot may be snipped away with a part of the vein wall A gauze 
pad is sufficient dressing To avoid waste of time, the proctoscopic 
examination may follow immediately upon this operation , it can 
now be done without discomfort because anesthesia is already present 
Where there are external thromboses there tall ahiavs be internal tartces , 
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and there are no exceptions to this rule Spontaneous thrombosis, the 
aetiology of which will be discussed more fully in a later chapter 
is not merely a casual accompaniment of internal varices but is the 
direct result of a reflux of blood from these higher varices Hence 
the treatment of the latter should follow a* soon as possible upon 
the cure of the external thrombosis 

The internal treatment is best carried out by means of a side- 
window proctoscope such as Blond s (Fry 9) The experienced 
proctologist can immediately distinguish normal from abnormal 
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mucosa The pathological appearance of the mucosa m ‘proctitis*, 
with its clearly marked vessels, is reminiscent of the appearance of 
gastritis , indeed it seems to us quite possible that this latter condi- 
tion may also be a result of portal congestion The injection js gi\en 
through the side-window of the proctoscope , the finer the needle 
used, the less the patient will notice it It is important that the 
injection be placed at the optimum site, and this question must now 
be discussed In our opinion, the contention that the aim of the 
injection should be to produce thrombosis of the lances is erroneous 
Success does not depend on clotting, indeed it is scarcely possible 
to induce clotting m the higher veins, which belong to the portal 
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system for these vessels are very resistant to irritant substances It 
would appear that the intima of the portal radicles forms certain 
antibodies to combat noxious substances absorbed from the intestinal 
mucosa Moreover, the small amount of solution injected (2 to 3 
minims) would become so rapidly diluted in the vein that its effect 
would be negligible Most experienced and observant writers agree 
that the injection should not be intravascular It should be placed 
deliberately in the submucosa Thus Bensaude and Oury, for 
example, infiltrate the entire submucosal layer with a 5 per cent 
qumme urea solution The present author has tried out 3 large 
number of preparations which he has systematically tested and 
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evaluated, his final preference being for a quinine solution with the 
following formula — - 

P. Quinine hih\ drochloride g 30 

(now reduced to 20 g ) 

Urethane K 

Procaine g 2 

Tincture of catechu (20 per cent) c e 1 5 

Water to c c 100 

Since catechu has a pronounced astringent effect, the compression 
of the larger veins is brought about more rapidly than with a simple 
quinine solution of like concentration 

The injections are placed round the bowel in a clockwise 
sequence, under the mucosa at a level above the haemorrhoids 
Each injection consists of not more than 1 to 2 minims of solution, 
and not more than 8 minims should be used at one sitting The 
higher the injection above the anus, the less the patient will feel the 
prick of the needle The ring of injections which may take four 
to five sittings to complete, should be situated about 6 to 8 cm above 
the anus In cases of proctitis and pruritus am, however, the treat 
ment is different and wtll be described m a later chapter 

The patient should not be treated more than once in the first 
week Some patients have so marked a reaction after the first treat* 
mem that even longer must be allowed for it to subside As a rule, 
however, the reaction becomes apparent only after the third treat- 
ment It is advisable to use not more than 3 to 6 drops at the first 
treatment, in order to gauge the patient’s susccptibiht) to quinine 
Cases with very large internal hemorrhoids may prove very 
resistant to the treatment, and in these considerably larger doses are 
necessary One of our patients, 3 man of 70 required more than 
twenty treatments before the almost fantastically large varices were 
controlled Generally, after the third treatment the bleeding, pain 
or prolapse disappear and do not recur The cure i» usually com- 
plete in five to seven treatments On the day after the first treatment 
some patients complain of rectal discomfort some complain of slight 
pain which lasts for a day , others again experience no unpleasant 
sensation whatsoever After the third treatment a number of the 
patients complain of a sensation as of a foreign body in the rectum, 
which persists for eight or ten days and is then succeeded by a feeling 
of relief and well being By far the greater proportion will state 
that they feel as though they had a new lease of life If a patient 
complains of tenesmus, or the sensation of a foreign body in the 
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rectum, treatment should be discontinued, and only resumed (should 
more be needed) when the symptoms disappear After an interval 
of six weeks or so, proctoscopic examination should be made to 
determine whether a further series of treatments is advisable Recur- 
rences are general!} the result of insufficient treatment Many patients, 
especially doctors, cease treatment the moment their symptoms are 
relieved and only return when further bleeding, or a thrombosis or 
prolapse, demonstrates that treatment was never completed 

An unpleasant complication is the quinine rash, which involves 
the whole trunk and may be accompanied by a high fever A few 
drops of quinine mi) be sufficient to produce this eruption in sus- 
ceptible individuals In spite of the alarming symptoms, especiallv 
the high temperature, recovery is rapid and will be complete in eight 
to ten days providing treatment with quinine ceases For such cases 
a concentrated glucose solution (33-66 per cent) may be used 
In 1935, after some 2000 cases had been treated without serious 
complication, there occurred in rapid succession two fatalities, m the 
following circumstances 

The first case, a woman of 54, came to my private clinic on June 18 
1935, complaining of an external thrombosed pile The nodulus was 
anaesthetized , on June 21 she came again and the nodulus was collapsed, 
and not tender on pressure She then received an injection of quinine 
urethane solution submucosally in several places, a total of 05 cc being 
used On June 25 she returned for another treatment, o 5 c c again being 
given She was asked to return in eight days for the third treatment, but 
instead came in three, on June 28, as she wished to leave town and was 
again injected with o 5 cc of solution Soon after leaving the consulting 
room she came back complaining of bleeding She had certainly bled a 
little, but as proctoscopy showed that the bleeding had ceased she was 
allowed to go home Two days later, at 8 p m , she began to have severe 
pain A doctor was called and she was given morphia and suppositories 
The writer was next called and found the patient under morphia 

Examination revealed a small painful ulcer no larger than a fissural 
ulcer on the posterior wall of the rectum He advised continuation of 
the suppositories and promised to call the following day That night 
yet another doctor was called in, however, and he sent the patient into 
hospital immediately with a diagnosis of a perforated appendix The 
patient entered hospital almost pulseless and in spite of a blood transfusion 
died the same day, July 1 

Autopsy Findings — The diaphragm was at the level of the 4th 
right rib, and the 5th left nb The abdomen contained a small quantity 
of turbid reddish fluid The serosal covering of the gut was lustreless in 
many places, and the gut somewhat distended A quantity of free fluid 
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was found in the pouch of Douglas there was no gross lesion of the 
peritoneum of the pouch of Douglas, and the inferior mesenteric and pelvic 
veins were healthy 

In the rectum about 3 cm above the anus on the left side, there was 
a defect in the mucosa twice as large as a lentil bean It penetrated at 
one part to the inner muscular layer, and had a ragged necrotic margin 
\ probe could be passed to a depth of about one centimetre The sur 
rounding mucosa was cedematous, purplish, and in places deficient , just 
above the ulcer it had a pale grey appearance The submucous veins 
were somewhat enlarged, and not thrombosed The perirectal cellular 
tissue, especially on the left, was markedly cedematous, discoloured, and 
infiltrated with pus The changes extended extrapentoneally to the upper 
limit of Douglas’s pouch Other than this, the gut was health) There 
were two small uterine myomata Both lungs were free cedematous, and 
autolytic , the lower lobes were congested posteriorly The heart was 
enlarged to about one and a half times the normal The myocardium 
was very flabbv , pale, and friable There was one calcified Ivmph-node 
the size of a cherry at the hilum of the right lung The thvroid showed 
a few small colloid nodules The bile-ducts were healthy the liver was 
autolytic, with yellowish mottling The spleen was rather soft, and double 
normal size The suprarenals contained lipoid The kidneys showed 
cloudy swelling and autolysis A smear preparation of the peritoneal exudate 
showed mixed organisms, streptococci predominating A smear of the cellu 
Jitic area contained chiefly streptococci, with some Gram positive bacilli 

Pathological Diagnosis —Early peritonitis Left lateral perirectal 
abscess , due to a rectal ulcer Internal hxmorrhoids Pulmonarv 
cedema and emphy sema Cause of death septicemia (Dr Balzar ) 

The second case, also a woman of 54, was first seen on June 19, 1935 
\ diagnosis of hxmorrhoids and pruritus was made She received her 
first treatment on June 25th with 05 cc of solution, and the second 
three days later The following day the writer was called to the patient's 
home and found her in bed with intense rectal pain The abdomen was 
distended and there was diarrhma She was exhausted from lack of sleep 
Digital examination of the rectum revealed a definite ulcer, and procto 
scopv showed that this was due to a localized necrosis of the mucosa 
Two days later the patient was admitted to hospital with all the appearances 
of a rapidly spreading pelvic cellulitis 

The following are extracts from the patient’s notes 3t the hospital 
(Denk) — 

A B , female, 54 July 5 to 19, 1935 

Local Condition —Proctoscopy shows thrombosed hicmorrhoids 7 cm 
above the aniw, and on the left rectal wall a necrotic area the size of a lentil 
bean The superficial slough can be removed bv wiping with a svvab 
Digitally, the ulcer admits the tip of the finger 

Abdomen — Belly wall soft and flaccid Spleen and liver not palpable 
Slight tenderness on pressure over the whole lower abdomen, and marked 
tenderness in the region of the true pelvis 
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General Condition — A large, strong, well nourished woman Colour 
slightly yellow Tongue rather dry 

Urine — Albumin present Deposit contains a few leucocytes No 
sugar or urobilin 

Subsequent Progress — 

July 6 — Shortwave diathermv treatment Temperature settling 
Rectal bleeding, arrested with ‘ stryphnon ’ suppositories No appetite 
Retention of urine , catheterization 

July 9 — Further considerable rectal bleeding , suppository 
July 10 — Blood count Red blood count, 4,100,000 Hb (Sahli), 

So per cent Temperature again higher, 102 6° F Retention continues 
July 11 — Blood transfusion of 500 cc (Group II) Digital rectal 
examination shows cavity the size of a mandarin orange deep to the mucosa 
of the anterior rectal wall, projecting into the vagina, which is not per- 
forated It extends as high as the pouch of Douglas 

July 12 — Operation under nitrous oxide amcsthesia Incision as 
for Kraske’s operation The coccyx was excised and by parting the 
soft tissues the rectum and vagina were exposed An abscess cavity was 
disclosed to the right of the rectum about 8 cm above the anus, con- 
taining foul-smelling pus and blood and shreds of necrotic connective 
tissue The abscess had already perforated the visceral layer of fascia 
The state of affairs was now seen to be as follows On the anterior and 
right walls of the rectum was an opening the size of a halfpenny, with 
irregular margins This led into a cavity about as large as a hen's egg 
full of necrotic material and blood, with poorly demarcated boundaries 
It was situated in the pelvic cellular tissue and extended as high as the pouch 
of Douglas The cavity was thoroughly cleansed with hydrogen peroxide 
and normal saline, packed with iodoform gauze, and the wound partially 
closed with sutures Bleeding during the operation was insignificant 
July 13 — Patient very drowsy 
July 14 —Gauze plugging changed 

July 15 — Patient is apathetic but accepts fluids Urine albumin 
strongly positive 

July 16 — Sudden onset of bilateral parotitis in the morning 
Temperature rising to ioi° during the afternoon Parotitis becoming 
worse 

July 17 — Parotitis continues Patient v ery drowsy 
July 18 — Bladder wash-out Incision of parotid gland 
July 19 — Patient died at 9 30 am 
Autopsy revealed extensive foul pelvic cellulitis 

That the necrosis of the mucous membrane may have led to the 
rapidly spreading infection of the pararectal tissues is unfortunately 
possible The complication is of course extremely rare, having 
occurred only twice in our series These two cases, nevertheless, 
constitute at first sight a serious objection to the method It is 
possible that the risk of necrosis may be eliminated by altering the 
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solution used, or its dosage {see Author’s Preface) When such a 
seemingly safe treatment suddenly results in two fatalities one is 
certainly justified in feelings doubt as to whether the old operative 
methods should not after all be preferred This doubt is, however, 
set at rest if the mortality-rates of the two methods are fairlv 
compared Previous statistics seem to us to have been unfair for 
the following reasons — 

1 The cases treated are by no means similar One has to 
think of the probable mortality-rate in an operative senes including 
as many prolapsed cases over fio years old as we are accustomed to 
treat by injection , for in such cases the results of injection treat- 
ment are eminently satisfactory 

2 Operation as usually practised is incomplete, in that it does 
not remove the higher-lying varices If these varices were attacked 
(either by excision or cauterization) the operation would last longer 
and the mortality would necessarily be higher In our senes we 
have treated several medical colleagues who had been previous!; 
operated upon from two to four times without relief of pam or cessa- 
tion of bleeding In fact, there were cases with high vanccs actual!; 
suffering from secondary amerma as a result of continued hasmor- 
rhoidal bleeding occurnng since their operation Yet these cases 
responded very quickly to injection treatment, with complete cessa- 
tion of bleeding T hus it is evident that the indications for injection 
treatment are considerably wider than for operation Deaths result- 
ing from secondary ansemia after hemorrhoidectomy should in 
fairness be added to the operative mortality 

3 Where operation is contra-indicated, as for example in 
patients with heart, liver, or kidney diseases, or m advanced old age, 
successful relief of bleeding, prolapse, or pruritus can be given by 
injection 

In spite of the great opposition of the medical profession, the 
injection method has therefore found great favour in France, Cngland, 
and America since the last war, especially after Swinford Edwards 
had reported the results of his twenty-five years’ experience in the 
Practitioner (1915) Since then the literature has contained numerous 
rtfprarfs- from pnsetafogtsis tiho kste wed the method nttk MKVfSs 
The following may be instanced Graeme Anderson, Terrel, Collier, 

F Martin, Hirschman (Detroit), Jackson, Alexander and Murphv, 
Montagu, Gordon-Watson, Lockhart-Mummerv of London, Roux 
m Lausanne, Jose Jorde of Buenos Aires, I dmond I scomel from 
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Lima, Meisen of Copenhagen, Bergelund of Norway, and Hooton 
from India * 

In Germany and Austria the credit of reintroducing the method 
must be gi\en to Boas He adapted the alcohol injections already 
used for varicose \eins by Monteggis in 1913 In these countries, 
however, the method was slow to gain adherents Kirschen was 
the first to adopt Boas’s method in Vienna The French, and in 
particular Bensaude and Oury, recognized the shortcomings of 
Boas’s technique and did not make use of it 

It is notable that almost all publications on the subject of injec- 
tion therapy are entirely without any attempt to understand and 
explain the underlying scientific principles The author, in a series 
of papers, has tried to make clear the theoretical basis for the 1 \ein- 
compression ’ method, and has shown that though previously limited 
to the treatment of hemorrhoids, it could well be extended to the 
treatment of all the manifestations of the rectal varicose svndrome 
This widening of the indications, and the success obtained m treating 
pruritus, fissure, fistula, and habitual constipation have led to the 
formation of certain new theoretical concepts with which this book 
is concerned The experience gained by the author in the past five 
years gives good grounds for hoping that the scope of the therapy 
may be yet further increased Just before the completion of the 
original edition of the book in 1935 the two fatal cases of pelvic cellu- 
litis occurred, and these at first seemed a severe setback to the method 
Up to that time, the author had seen no serious complications, and 
the occasional reports in the French literature of quinine intolerance 
were considered by him to be the unfortunate results of excessiv e dosage 
or faulty technique But in the light of these two tragic cases the 
reports have come to possess a much greater significance 

A Achildi, for instance, reported the following case of intoler- 
ance to quinine bihy drochlonde with urea — 

A woman, aged 25, was injected with a quinine-urea solution (Rinnrea) 
into a congested hemorrhoid The amount used was about o 015 g The 
injection was immediately followed by a feeling of tension about the mouth 
and some swelling of the lips This woman — she had been accustomed to 
take quinine since the age of 12 for malaria — noticed a taste of quinine 
Her face became erysipelatoid in appearance, the eyelids and lips cedematous, 
the conjunctive injected, and the pupils dilated There was disturbance 
of vision, and urticaria over the whole body There was icterus, and 


• All cited from Bensaude and Oury, Let Hemorrhotdes et Leur Trattemcnt 

3 
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abdominal pain with hyperpenstalsis and a pulse so rapid as to be 
uncountable 

Recovery, fortunately, followed in this case after two days, but 
an earlier case reported by the same author had proved fatal In 
view of such cases, we must reassess the apparent!) trivial svmptoms 
occasional!) noted by patients the day after the injection Since 
on!) a minute percentage of the cases treated have these untoward 
symptoms, vve believe that they must indicate extreme susceptibrlitv 
to quinine These patients have complained of the sensation of a 
foreign body in the rectum, of great increase m the size of the 
haemorrhoids, and all treatment has had to be stopped for eight or 
ten days Some have developed a rash after only a few drops of 
quinine, with fever rising perhaps to 103“ or 104° F , or sometimes 
disturbance of micturition lasting a few davs There may be extreme 
fatigue, and pains radiating to the lower limbs Several cases have 
developed local necrosis of the rectal mucosa During the last two 
years we have tried out many preparations of quinine , our experi 
ence coincides on the whole with that of most writers that the con- 
centration of the solution is by no means the onl\ factor Even 
with a 5 per cent solution necrosis may occasionally occur Bensaude 
refers to his seven years* experience in the treatment of piles with 
sclerosing solutions as follows — 

To 325 patients treated (226 men and 99 women), 2753 injections 
in all were given The author reports 45 per cent of cures, 47 per cent 
improved, and only 3 per cent of complete failures The technique 
consists of a submucosal (that is, interstitial, not intravenous) injection 
of a 5 per cent solution of the double chloride of quinine and urea The 
injections were given by direct vision with the aid of Hensaude’s " anuscope 
above the piles \t each sitting, only one injection of 3 to s c c was given 
This vvas repeated at intervals of eight day’s until the whole circumference 
of the bowel had been treated and sclerosed Bensaude emphasizes that 
the method is only applicable to internal h-emorrhoids It is suitable 
also for cases of prolapse providing the sphincter is active If the tnjec 
non 1$ given too superficially it mav readilv lead to a localized necrosis of 
the mucosa The mistake can usually be detected during the injection 
for the mucosa swells up into a pale bleb full of fluid In this case an 
effort should be made to express at least a portion of the fluid Fquallv 
w w. I'iJ.b/M’s. wj-w.'/Mx «. ».b,i t. we stwiJ/J. be wi/10. oot Ui place 
the injection within a vein 

Thus necrosis may be encountered even with a 5 per cent 
solution It must next be considered whether such areas of necrosis 
are really important as portals of entry for spreidmg cellulitic 
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infection The two deaths in our series seem to suggest this 
possibility, but on the other hand the following facts must be 
considered — 

1 Mucosal necrosis maj occur spontaneously in a case of 
piles if these prolapse, and if replacement is dela\ed , Net with ver) 
rare exceptions this does not lead to pelvic cellulitis 

2 Langenbech’s cautery operation produces deliberate necrosis , 
jet even though this does not extend above the sphincters fatal 
infection maj occasional!) follow 

3 Since the injection method has widened the scope of treat- 
ment to include high lying vances and cases of advanced prolapse, 
it is reasonable to object that necrosis high in the rectum maj be 
more dangerous than a similar occurrence low down Yet on the 
other hand it must be asked whether the mortality would not be 
much greater still if these advanced cases were submitted to opera- 
tion Anj increase in the scope or seventv of the operation must 
inevitably lead to corresponding!) increased risks 

These considerations, however, have no direct bearing on the 
question of quinine susceptibihtj as a possible source of danger 
which it would be impossible to eliminate entirelj Fatal cases 
of perirectal cellulitis are known to occur quite apart from opera 
tion or injection Such infections have a latent period of three to 
five dajs before the diagnosis can be made with certaintj As 
already stated, our observations indicate that the infection arises 
in a thrombosed and secondanlj infected vanx Now in the large 
town of to da) every patient with rectal troubles soon learns from 
his neighbours that relief maj be obtained without operation, so 
that there is a tendencj for sufferers first to come for treatment 
when their previously mild sjmptoms become suddenly worse 
just such a change as maj be brought about b) a thrombosis and 
commencing infection in a high vanx Thus the patient maj come 
to the doctor with a commencing though not obvious perirectal infec- 
tion, and be given an injection ObviousI) this injection cannot 
be expected to benefit the ahead) established infection That such 
cases do occur is proved by a recent example, a patient who came 
to me shortl) after the two fatalities ahead) described 

A man of 56 was sent to me on July 13 1935 complaining of rectal 
pain The proctoscope showed well marked internal vances and save 
for slight pain on withdrawing the instrument nothing unusual was 
observed No sign of a fissure could be found, but on repeating the digital 
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examination, a definite tender longitudinal ndge tv as discovered on the 
posterior wall, resembling an ordinary thrombosed vein Because of the 
two recent fatalities I refrained from any local treatment, and ordered 
suppositories Two days later, on July 15, there was an obvious pen 
anal inflammation, which wa s treated surgically I learned from the 
patient’s doctor that he was able to resume work the next day For a week 
he lit ed his normal life, and as he had no symptoms he did not return to 
me as instructed On Sunday, July 21, he took part in a picnic, and on 
his return noticed rectal pain Next day he went to work but returned 
home at midday with shivering attacks His doctor sent him immedi- 
ately into hospital, and he died on the same day of septicemia 

Had this patient received an injection, the disaster would have 
been laid at the door of the treatment Undoubtedly such cases 
must occur from time to time without the true sequence of events 
being recognized This diffuse, septic type of periproctitis is almost 
always fatal in from two to ten days Moreover, it is not quite as 
rare as is generally thought In some circumstances the true state 
of affairs must remain obscure, and unwarranted blame be laid on 
the injection method 

In spite of all these considerations, it is probable that true quinine 
intolerance does exist, though it is extremely rare, and that it occa- 
sionally leads to fatal accidents Where the treatment is less well- 
established than in France and England and America, there is a 
risk that its opponents may make undue capital out of these mishaps 
We therefore advance the following points in defence of the therapy — 

1 Every new method has its failings and its accidents, even 
the injection of varicose veins has given rise to tragic fatalities, yet 
it is held in esteem by the whole profession 

2 As we shall show, the success of the method in cases of other- 
wise intractable pruritus and eczema am alone makes it indispensable 
The 175 cases of fistula we have succeeded in curing would alone 
suffice to justify its use Some of these last cases had been treated 
by surgery three, four, even five times without success, though the 
operations had brought the patient to death’s door 

3 The relief of habitual constipation in many hundreds of cases 
is a strong argument for the treatment 

VPnat is needed is an exhaustive and ermca’i arndysn. rA aft t&A 
complications and fatalities reported in the whole of the literature 
Their causes would then be recognized and if possible eliminated 
In consequence of the two fatal cases in our series, wc have adopted 
the following modifications 
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1 We have reduced the strength of the quinine solution from 
30 to 20 per cent (see Formula on p 28) 

2 In the first treatment, not more than 5 minims is used, to 
guard against possible quinine idiosjncrasy Former!), as much as 
20 minims was sometimes given 

3 An interval of five to eight days is allowed, to make certain 
that there is present no incipient perirectal infection ( see Preface) 

4 Not more than 9 minims is now injected twice each week 
This amount contains 005 g of quinine, distributed in separate 
foci of 2-3 minims (o 01 g ) each 

5 In cases with quinine idiosyncrasy, or where the hajmorrhoids 
are v ery large, a glucose solution is used in doses of a few drops So 
far no complications have been observed with this solution 

That the toxicity of the quinine solution hitherto used by us 
must be extremely slight is shown by the fact that in 200 fistula cases 
1 to 3 cc has been given at a sitting without a single mishap It is 
our belief indeed that the quinine only leads to necrosis if injected 
into an already thrombosed vein If the clot is already infected, 
necrosis and sepsis follow rapidly Otherwise we believe the solu 
tion in this dosage is perfectly harmless, whether injected submucosally 
or subcutaneously (see section on treatment of Pruritus, p 73) 
The pathological quinine-susceptible case must be excepted from 
this generalization 
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CHAPTER II 
ANAL FISSURE 

This condition was known to the ancients In later times, Ambrose 
Pare in the sixteenth century made important obsenations upon the 
disease In 1848-9 Boyer, and in 1868 Bodenhammec, published 
their therapeutic experiences Gant recognized quite clearly that 
this linear crack was not really a tear of the anal mucosa If the 
anal folds are straightened out, it can readily be seen that the crack * 
is in reality circular in outline Gant therefore coined the term 
“ painful anal ulcer ’ 

By anal fissure, then, is understood a painful ulcer at the.muco- 
cutaneous junction The pain comes on in attacks, accompanied by 
spasm of the sphincter, and sometimes of the whole of the neighbour 
mg musculature The levator am mav be involved, in which case 
the pain will spread to the sacral and bladder regions The ulcers 
are generally single, wo being rarely seen simultaneously (thus in the 
author’s senes of 600 cases two lesions were observed in only 10), 
while in one case no less than three fissures’ were present The 
commonest situations are the posterior and anterior commissures 
but they arc occasionally seen elsewhere In depth, the lesion seldom 
or never extends more deeply than the vessels in the submucosa 
In the majority of cases, the presence of the ulcer can be determined 
at the first glance Its existence is betrayed hv the so-called sentinel 
pile This fold or prominence of the anal skin is simply the rem- 
nant of a previously thrombosed and ruptured or partially necrosed 
external nodulus This statement is an anticipation, for the subject 
of aetiology is dealt with later 

If the literature is searched for ideas about the causation of 
fissure, it will be found that fecohths, or prolapse or injury by hard 
feces or foreign matter (e g , fruit seeds), are generally blamed 
{hemorrhoids, too, are often given as a cause , yet even those writers 
like Bensaude and Oury who ascribe to hemorrhoids an important 
role state that internal piles are found in onlv 70 per cent of cases 
of fissure These two authors have suggested that the fissure would 
be more accurately named * umcose ulcer of the anus This is full} 
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in accord with our own observations, but we must add that piles 
are to be found not in 70 per cent, but in 100 per cent of the cases 
The fissure owes its existence solely to a thrombosed varix at the 
mucocutaneous junction It is in fact merely a partial manifestation 
of the varicose sjndrome Whereas, for example, no less an authority 
than Gant claims that fissure plays an all-important role in the aeti- 
ology of constipation, it is our own view that the constipation itself 
is on!) another aspect of the varicose syndrome Similarly other 
lesions which have been considered responsible for fissure, such as 
strictures po!)pi, eczema, and anal pruritus, are but parts of the 
svndrome 

Quenu and Hartmann have also recorded that 70 to 80 per cent 
of fissure cases have in addition internal piles The view that piles 
are a cause of fissure has been disputed on the ground that simple 
dilatation of the sphincter, though an efficient treatment for the 
fissure, can have no possible effect on the piles This conclusion is 
illogical, for the cure of the fissure — that is, of one svmptom — ne<*d 
not depend on the complete cure of the whole complaint It is clear 
that the healing of the fissure, which is onl) one small part of the 
varicose s)ndrome, does not necessarily imply anv improvement in 
the underlying varicose disease Even bleeding itself is not con 
stantly present in cases of piles, vet if bleeding is absent, or ceases, 
no one concludes that the hemorrhoids are cured During the 
course of the disease, the symptoms are prone to alter, and with the 
passage of time fresh symptoms in turn become predominant Those 
previously latent may appear as others lessen , pain, bleeding, moist- 
ness, itching, mucous or purulent discharge, sphincter spasm, consti- 
pation, proctitis, erythema, eczema of the anus, scrotum, and vulva, 
thromboses, periproctitis, fissures, fistula, prolapse, stricture, and 
many referred symptoms should all be grouped together as parts of 
the rectal varicose syndrome 

In the literature different interpretations have been placed on 
the symptoms which may accompany fissure Boyer, for instance, 
\WogYft. Vnat Vht •spYimt'iei -spasm x\35> \Yit vtrteah Vcstoti, arid vYie 
fissure its result , others hav e taken exactly the opposite v lew The 
error lies m singling out one symptom of a complex and declaring 
that it is the cause of the others, whereas m fact the whole complex 
is dependent on some primary cause Because many of these patients 
are constipated, some writers have come to believe that hard fasces 
produce fissures by tearing the anal mucosa indeed that is the origin 
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of the term ‘fissure in this they have completely overlooked the 
fact that true tears neither produce the same attacks of patn nor 
exhibit the characteristic slow-healing qualities of so called fissure 
Even the appellation * anal ulcer ’ is not quite accurate In 
some cases the edges of the lesion may be seen to be pouting inflamed 
and eedematous , and if a probe is used after anesthetizing the area, 
a track may be discovered leading from the floor of the * ulcer {Fig 
io) Some older authors indeed wrote of ‘ fistula in ulcere * instead 
of anal ulcer In these patients the fissure usually produces a muco 
purulent discharge, and the anal skin is constantl} moist The edges 



of the fissure are often undermined and the sentinel pile inflamed 
and tender on pressure 

Acute and chronic stages of fissure may be distinguished In 
the chronic stage the pam is as a rule only moderately severe the 
chief sign of the presence of the partly healed fissure being the 
spasm (or, more accurately, the hypertonus) of the sphincter am 
In the acute stage, the pain may be so severe that the patient is 
quite unable to work or to take any pleasure m life "\et at times 
the pain may be completely absent True sphincter pam begins 
immediately after defecation and lasts as a rule for one or two hours 
A typical story is that the pain radiates to the gluteal and sacral 
regions , and hitherto no explanation of this spread of svmptoms 
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has been suggested A probable explanation is as follows Fissure 
does not exist without piles, it is always preceded by thrombosis 
in a vanx, indeed the fissure is nothing but a localized necrosis of 
a small superficial thrombosed \ein The onset of thrombosis is 
accompanied by severe pain which is transmitted by the sympathetic 
plexus which follows the blood vessels Since the fissure is a throm- 
bosed and ulcerated nodulus or vanx, there are likely to be \ ery small 
thrombosed veins running from the lesion to the larger veins which 
unite on the posterior wall of the rectum into big trunks During 
defalcation, the levatores am muscles will pull on and irritate these 
veins, thus causing the widespread pain 

Another important accompanying symptom is constipation 
This, too, is a subsidiary manifestation The conception hitherto 
has been that the patient avoids defecation for fear of the pain 
Against this view we may cite the following facts — • 

1 Defalcation is not entirely a voluntary procedure 

2 The constipation does not diminish when the fissure is healed 

3 The constipation may hav e existed before the fissure developed , 
indeed it is held by some to be the precipitating cause for the latter, 
by causing trauma from hard feces 

It will be seen how self-contradictory are such attempts at 
explanations, and how badlv they withstand thoughtful criticism 
Constipation itself is only a symptom, and disappears when the 
internal vances have been treated Another symptom, almost always 
to be observed, is flatulence Streaking of the stool with blood is 
also a common symptom, though fissures may sometimes produce 
severe bleeding Gant has made an interesting observation which 
we have been able to confirm many times, and which supports the 
views we now put forward He discovered that the amount of pus 
coming apparently from the base of a fissure had no relation at all 
to the size of the latter If the anaesthetized ulcer is opened out, 
careful examination with a lens will disclose a little track opening in 
the floor of the ulcer or at its edge Pressure from the anal canal 
MJt.h 3 finger m)i express from the track a quantity of thick pus 
Gant wrote “In exceptional cases a fistula may have its opening 
m a fissure " (Fig 1 1 ) 

Careful consideration will show that such a finding must be not 
exceptional, but the rule If a fissure develops from a nodulus — 
that is, a vanx — which has thrombosed and afterwards undergone 
surface necrosis, we would expect to find traces of afferent and efferent 



42 


HAEMORRHOIDS AND THEIR TREATMENT 


vessel Generally these are so small that the lumen is not visible 
to the unaided eye Nevertheless we have succeeded in demonstrating 
them in a number of cases and one case is recorded in the water 
colour bj Hajek {Fig ir) Any careful observer may verify the fact 
for himself it is only necessary to adopt a certain technique which 
we shall describe later It is of interest that such a valuable ohserva 
tion made thirty years ago should have been completely forgotten 
probably because neither Gant nor later workers were able to interpret 
it correctly 

The nature of the pruntus in such cases has also been vtronglv 
t explained It is said to be due to the 

> decomposition of the secretion which col 
Jccts between the folds of the skin The 
following facts however conflict with this 
theory (i) There are discharging fissures 
which are unaccompanied by irritat on 
(2) Fistuke are often seen with much freer 
secretion yet without the slightest itch 
mg (3) itch ng may persist und m 
tnished 3ftcr the fissure has healed (4) 
Cases of pruritus are seen so severe as 
to lead to thoughts of suicide yet with 
out discharge and without a fissure The 
pruritus may subside with the healing of 
the fissure but not necessarily so It 
is neither the cause nor the result of 
<• k h a estma o r the fi ssure both arc a l ke symptoms of 
obat? 1 1 1 roc the varicose d sense always present in 
the rectum and anal canal The fact has 
been overlooked till now simply because surgeons have not taken the 
trouble needed to examine thoroughlv the indrawn funnel shaped 
anus of these apprehensu e patients 

That fissure cannot be a purely local lesion as many have 
thought is shown by the referred symptoms so commonly observed 
in these cases Pam radiating to the male or female genitals (prostate 
testicle uterus or o\an) is often encountered I he sacral region 
tl e bladder or the lower limbs may also be the site of the pam One 
of the most frequent accompaniments of fissure is dysuna which 
may even progress to complete retention Lack of famd anty with 
this svmptom of so called anal fissure may lead to quite innecessm 
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operations Mart) prostatectomtes could be av oided if a proper 
examination were made with a proctoscope Digital examination of 
the prostatic patient is insufficient, and maj be misleading Many 
cases of so-called prostatic hypertrophy are really cases of acute con- 
gestion or oedema of the prostate due to impairment of its xenons return 
The pam radiating to the bladder and genitals has never before been 
satisfactorily explained, but now its meaning becomes perfectly clear, 
and ma> be summed up in the following waj In more than 600 
cases of fissure we have been able to watch the development of the 
ulcer, stage b) stage, and to follow the process of healing in detail 
These ulcers are not confined to the mucocutaneous junction, but 
may be met with at any part of the rectal mucosa where spontaneous 
thromboses and subsequent ulceration of the clot through the vein 
wall occur Sometimes it is possible to follow with the proctoscope 
the deliver) of the clot through the opening which forms Tirst is 
seen a tiny breach in the mucosa overling the varix, and in the wall 
of the vein itself, through which the red-brown thrombus maj be 
glimpsed Then as the necrosts proceeds, a part of the clot becomes 
clearly visible , and at last, generall) at defecation, it separates 
completely and disappears In this process, therefore, the super- 
ficial wall of the varix and the mucosa over it are lost The floor 
of the resultant ulcer (or fissure) is formed by the deep part of the 
vein, and its edges, usuallv pouting and thickened, are composed of 
skin or mucosa with the adherent margins of the opening in the vein 
Tver) thrombosed varix must have vessels connected with it, leading 
from the capillarv bed, and these will also be thrombosed, usual!) 
right back to the corresponding capillary zone Seeing these cases as 
we have done almost daily, and treating them by incising and drawing 
out the clot, we have had ample opportumt) to stud) these points 
On the expressed thrombus it is often possible to make out 
quite clearly the position of the afferent and efferent venules Now 
the branches of the inferior hemorrhoidal plexus communicate with 
the pudendal plexus, which receives the venous blood from the genital 
organs Ever) thrombosis which encroaches on the territor) of this 
plexus will cause referred pam in these organs , and thrombosis 
spreading to the prostate or bladder would obviously be likely to 
result m disturbance of their function Thus anal fissure cannot be 
considered a local disease, nor one sui generis , it is one result of the 
alteration of function which leads to the occurrence of these spon 
taneous thromboses in the region of the inferior hemorrhoidal and 
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pudendal plexuses If the literature is searched for some explana- 
tion of the visceral symptoms just described, the rather vague and 
unsatisfying term * reflex ’ will be found constantly recurring When, 
for example, a patient with a fissure suddenly complains of a pain 
tn the heel, this is described as a ‘ reflex * phenomenon This is 
obviously merely a cloak for ignorance, and is no real explanation 
Let us now consider the significance of this particular sjmptom 
Plantar pain is well known to be one early sjmptom of thrombosis 
in the lower limb veins A probable explanation is that a small 
piece of dot travels in a retrograde direction (cf positive Trendelen- 
burg's sign) and thus reaches a small radicle at the sole of the foot 
where it becomes impacted, causing acute pain A thrombus in 
the pudendal plexus might reach the saphenous vein and ultimately 
be driven in the same way into a venule in the heel This would 
account for the sudden occurrence of pain in this situation Torma 
tion of thrombi, primarily in the pelvic veins (cf phleboliths) and 
their subsequent transport centnfugally into the saphenous sjstem 
are, we believe, very common occurrences They constitute an 
important part of the pathology of the rectal varicose syndrome 
The pain of anal fissure does not always come on in bouts it 
mav sometimes be continuous for hours on end Nevertheless the 
onset is almost always determined by defamation Diagnosis of a 
fissure is not always easy , without anaesthesia and proctoscopy it 
may sometimes be impossible, for the ulcer is not always situated 
below the sphincter The following is a useful aid to discovering 
the ulcer The anterior and posterior commissures are palpated with 
a probe , if the fissure lies posteriorly, the palpation of the anterior 
commissure will be painless, and vice versa In the great majority 
of cases, the sentinel pile serves as a guide to the fissure Wc have 
already explained that this structure is the remains of a thrombosed 
* external pile ’ after rupture it is remarkable that this truth should 
have escaped the observation of even such an acknowledged authority 
as Bensaude Close inspection of these polyp like structures in the 
early stage will clearly show the necrotic opening through which the 
clot has emerged The fissure itself is often the continuation of 
(he tfpvsT, gaffer- War tvmsins of the vein nhtch XetmtrJy icd t&* the 
van\ in the ' pile' The ulcer may assume various forms, it may be 
linear, or more oval in shape , a suppurating vanx above the spfuneter 
may produce exactly the same clinical picture as the more usual 
fissure at the mucocutaneous junction The floor of the ulcer may 
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have a silvery -white appearance clearly recognizable as the exposed 
fibrous tissue of the vein wall (the intimal covering having been lost) 
In a newly formed fissure there may sometimes still be seen the 
orifice of a small \essel still oozing blood 

A prominent symptom, not only of typical fissures but also of 
those similar ulcers which occur at a higher level, is the increased 
tone of the sphincter Because of this, inspection may at once suggest 
the presence of the ulcer, for the anus has a tightly indrawn, funnel- 
shaped appearance, and the sphincter offers noticeabl) increased 
resistance to the examining finger This response of the sphincter 
am corresponds exact 1) with that of other sphincters in the presence 
of ulceration or venous congestion Analogous behaviour is seen in 
the case of the oesophagus, cardia, pylorus, duodenum, jejunum, and 
bladder It is interesting to discuss the nature of this phenomenon 
In German, the term “ Krampfader " is often used for a varicose 
vein, and its significance is that such veins, wherever they occur, 
are accompanied b\ cramps of the neighbouring musculature Blood 
m a varicose vein flows more slowly than normal, so that some degree 
of stasis and congestion results This congestion will produce dis- 
turbances of function, the nature of which will depend on the organs 
affected Peller made an exhaustive study of the effects of experi- 
mental venous stasis on the circulatory system itself He was able 
to show that lenous stasis produced an increase of pressure and 
alteration of the tone in the smooth muscle of the arteries These 
conclusions were drawn from studies of the shape of the arterial 
pulse-tracings together with readings of systolic blood-pressure The 
effect of stasis in a given area is not confined to that area, but is pro- 
duced also on the smooth muscle of vessels at a distance He 
demonstrated this on patients suffering from cardiac asthma Tem- 
porary compression of the veins of one or both lower limbs led to a 
sudden increase of tone of the arteries of the whole body, and thus 
cut short even a severe crisis of cardiac asthma These at first 
sight rather contradictory results find an explanation in the work of 
Eppmger and Schwartz on the circulation in cardiac asthma 'This 
complex matter cannot be considered here in detail, Peller’s vem- 
muscle reflex being mentioned only as m some degree analogous 
to the facts discussed in this chapter 

Muscle reacts to venous congestion at first by increase of tone 
—by cramp, or spasm, such as is found with varicose veins Venous 
hypenemia in the stomach, duodenum, or jejunum leads (as in gastritis, 
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duodenitis, or jejunitis) by irritation to spastic contraction of the 
muscles of these viscera , cardiospasm, pvlorospasm, duodenal ileus, 
and lleospasm are the results The same thing can be observed 
in the rectum and bladder congestion m the rectal veins leads to 
hyperexcitabihty of the sphincter muscles The spasm and cramp 
are not due to any ulceration that may be present, nor is the latter 
caused by the spasm , both alike are the results of the venous con- 
gestion In other words, the congestion is primarv, the spasm and 
the ulcer are secondary Similarly in the case of the stomach, it is 
our considered view that so called gastritis is reall\ a result of portal 
congestion and stasis 

If the congestion persists, the hypertonus of the muscles gradual!) 
gives way to a hypotonus and atrophy, and in many long standing 
cases of piles this can easilj be demonstrated The h>potonus is 
responsible for the soiling of the clothes and the rectal prolapse which 
tend to occur , this prolapse is, as it were, the final link in the chain 
of symptoms of the \ ancose syndrome In recent fissures, the hyper- 
tonus of the sphincter can readily be appreciated by palpation with 
the finger , no attempt at further examination should be made without 
local anaesthesia In more chronic cases the spasm may be o\ercome 
if a thoroughly gTeased finger-stall is used w ithout undue discomfort 
to the patient, and without need for anaesthesia A fissure l)ing at a 
higher level can then be palpated as a round depression If a feu 
drops of the quinine solution are applied to the base of the fissure at 
this first sitting it will begin to heal so that no anaesthetic will be 
needed for the second treatment The symptoms of anal fissure 
roa) be simulated by high varices especially on the posterior wall 
by so called internal fistula;, and by neuralgia of the anus The 

character of the pains caused by internal varices is, however, a little 
different , they tend to be more constant and are independent of 
defecation The pam of an internal fistula can also be distinguished 
as a rule though we shall show later that internal fistula: differ from 
fissures w situation only, and not in nature \ny attempt to make 
a rigid diagnostic rule from the character of the pam is doomed to 
failure ^nal neuralgia is evtremeh rare, we have seen only two 
examples among our whole senes Even in these the diagnosis was 
questionable Both had been previously operated on for fistula 
and one of them developed three months later a recurrence of the 
fistula, after which his pain ceased We have vet to see a case of 
genuinely idiopathic anal neuralgia 
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THERAPY OF ANAL FISSURE 

The non-surgical treatment of ana! ulcers consists in regulation, 
of the diet and bowels, and the use of suppositories and ointments. 
There is no doubt that these measures alone are sometimes successful 
The good results of suitable diet and laxatives are due simply to 
the improv ement in liver function, which relieves the chronic venous 
back-pressure from portal to ca\al system In this way the factors 
w hich tend to produce varicose changes and thromboses at the 
anus are remo\ed This general therapy came into existence long 
before there was ant deliberate attempt to understand its mode 
of action The better understanding of the true nature of anal 
fissure merel) provides an explanation for what was long known to 
be effectne in practice Indeed it may now be said that medical 
treatment properl j applied is more rational than surgical intervention 
To us the most valuable item seems the use of olive oil m the 
preparation of food Other fats, especiall) butter and goose fat, 
are contra indicated Constipating foods are to be avoided, and 
plentv of water should be taken Locall), treatment by cauterizing 
the base of the ulcer under local anaesthesia seems rational , for 
m this wav the remains of the vein are destroyed and the growth 
of healthy granulations made possible The actual cautery ma> 
be used, being generallv acknowledged to be quicker in its results 
than chemicals such as silver nitrate Bojer was the first to 
propose division of the sphtncter to heal a fissure Recamier in 
1838 introduced the method of massaging and stretching the 
sphincter As this treatment often failed, Maison-Neuve in 1864 
advised forcible dilatation of the sphincter His technique was to 
introduce the whole hand into the rectum, and then withdraw it 
with the fist closed thus tearing the sphincter These methods 
have now been greatl) modified, and the majority of surgeons to-da) 
practise a slow and careful dilatation using the forefingers or an 
instrument These procedures, however, seem to be less sound 
theoreticall) than purel) medical treatment It should be realized 
that the treatment of a fissure by stretching or tearing the sphincter 
and the la)ing open of a fistula with a knife are treatments based on 
a conviction that both lesions are really similar in nature , this bears 
out our own view that both lesions are basically and aetiologicallv 
identical — both are the result of thrombophlebitis Some, for 
example Gant, have supposed that it is the stretching of the nerve- 
endmgs exposed in the floor of the ulcer which gives the relief But 
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this is certainly not the true explanation Shortly after Boyer pub- 
lished his method of dividing the sphincter, Copeland showed that 
simply niching the muscle-fibres beneath the base of the fissure 
would gne results quite as good as Boyer's severe procedure Other 
alternatives are excision of the ulcer and suture (cf excision of a 
fistula) , and simple curettage of the ulcer (another method which 
may be used successfully for fistula) The common aim of them 
all is the destruction of the base of the ulcer, so as to allow the forma- 
tion of healthy granulation tissue 

It must be clear that till now surgical treatment has been directed 
only at the one immediate svmptom, the fissure But since this 
ulcer is only a symptom, and the fundamental varicose disease remains 
unalleviated, the fissure is liable to recur if no other treatment is 
given We have evolved a method which has the twofold object 
of promptly removing the symptom and then attaching its under 
lying cause The destruction of the floor of the fissure, combined 
with * vein-compression ’ therapy to bring to an end the reflux of 
blood from the portal into the caval system, seems to the author the 
logical procedure The technique has been evolved as the result of 
both experimental and theoretical considerations When, more 
than four years ago, the present writer rather hesitatingly abandoned 
operative for injection therapy (which had been advocated in Gemianv 
by Boas ever since the end of the last war), the method had as )ct 
no scientific foundation It was merely an empirical treatment 
borrowed from the English * pile-curers ’ who a hundred years ago 
practised the method at fairs and markets in spite of the opposition 
of the medical profession It is interesting that orthodox medicine 
after at first condemning the method, and later adopting it when 
the details became public property, has since tenaciously maintained 
all the original mistakes and errors of the pile-curers It can well be 
understood that the latter, who popularized the method in England 
America, and Trance, ftared above all things the complication of 
suppuration, and for this reason excluded from their treatment fis- 
sures, fistula:, peri-anal abscesses, pruritus, eczema with discharge, 
itc These same contra indications are to-day, a hundred vears 
later, taken for granted bv the profession uithout any critical examina- 
tion Thus Anderson and Dukes, Dunbar, Scheffclaar, Riot*, 
Bensaude and Oury, Richter, Kirschcn, Junghanns, and many others 
have issued warnings against injections in the presence of any inflam- 
matory process in the rectum Curiously enough, none of these 
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writers has sought to give reasons why eczema, fistula, fissure, pruritus, 
and abscess should be accounted contra-indications, or stated what 
would happen if the treatment were attempted m their presence 
We decided to investigate this question, and the results were sur- 
prising because the) directi) contradicted the statements in the 
literature We have shown that with suitable technique some of 
these * complications ’ can be treated safely, and often cured in a 
remarkablv short space of time Fistula, fissure, and pruritus are 
in no sense contra-indications, but on the contrar) are undemabl) 
within the province of injection therap) 

As alread) noted our technique was at first rather primitive 
Nevertheless, the successful results in the first hundred cases were 
astonishing In these cases onl) two complications were encountered 
one was the result of overdosage, which led to a periproctitis and 
ultimatel) a fistula , the other complication 
was a typical fissure artificially produced 
It happened because at that time our 
endeavour, based on erroneous ideas in the 
literature, was to place the injection within 
the lumen of a vein in order to produce 
thrombosis A small varix at the muco- 
cutaneous junction was injected with a few 
drops of quinine solution and as a result 
clotted necrosed and suppurated finallv 
becoming a typical fissure with all the usual 
accompaniments With further experience 
we gradually developed the ideas here described and in time came 
to use the following technique The patient lies on his right side 
and the anal region is cleansed The precise position of the fissure 
must next be determined, and the sentinel pile usuall) serves as a 
guide If there is no external indication, the following method is 
helpful A bit of cotton wool on a probe is dipped in 10-20 per 
cent cocaine solution and introduced into the anus Pressure is 
wi’j, raids. rarcfcA&y -myA ■steadvVt vgxmb\ uTsA \V* vrt&vt tn \Vati aVa 
posterior commissure After some minutes, the probe is cautiousl) 
removed A bloody streak on the wool will indicate the position of 
the fissure The fissure is now anesthetized using about 5 c c of 
1 per cent procaine solution A fine needle is used, its point being 
entered m healthy skin and then passed deep to the fissure If 
when anesthesia is completed the patient is asked to bear down the 
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ulcer will open out and appear m its entirety One or two drops 
of qumine-urethane solution injected in the base of the ulcer suffices 
to destroy the vein wall and permit the formation of granulation 
tissue (Fig- 12) It is obvious that the dose of a chemical caustic 
is much more accurately controllable than is the actual cautery or 
the scalpel With this method the sphincter is not interfered with, 
and the resultant scar is almost invisible After the injection pain 
ceases, and the patient can usually resume his work at once In 
90 per cent of cases one treatment is sufficient for complete cure 
of the fissure , in the remaining cases two or three will be needed 
As the fissure has been made aruesthetic for the treatment, 
proctoscopy can usually be performed at the first sitting Internal 
vances will imanably be found, and the ‘ vein compression ’ treatment 
of these may begin at once 



CHAPTER I II 

CONSTIPATION 

Ose of the commonest manifestations of the rectal \ancose syndrome 
is constipation In cases with large \ances and fissure it is almost 
always present In pruritus and proctitis it ma\ be absent In 
these latter conditions, where the \ances are of small calibre and 
chief!) in the sphincter region, the bowel habit ma\ be normal It 
is often found that in pruntus and proctitis the bowels maj be 
opened two or three times a da) In most health) people defieca 
tion occurs onl) once in twent\-four hours , but two or three move- 
ments daily can of course be within normal limits, as well as onl) 
one stool in two or three da)S The essential point is that hea!th\ 
individuals respond to a defecation reflex exactly comparable to the 
micturition reflex In patients suffering from hemorrhoids both 
these reflexes may be disturbed We have gamed the impression 
from man) thousands of rectal examinations that patients with vari- 
cose disease do not experience a normal defecation reflex In these 
individuals, though digital examination may show feces in the rectal 
ampulla )et the patient experiences no call to stool 

Constipation is, of course a symptom of man) illnesses It 
occurs in gastric and duodenal ulcer, in liver and gall bladder dis 
eases, and in heart disease where there is liver congestion Fleiner 
considered the constipation to be due in some way to bowel spas- 
ticit) We have already pointed out that venous congestion and 
spastic h)per excitability go together Thus venous stasis affecting 
the bladder or rectum produces increased tone of the respective 
sphincters, which in the case of the rectum can be verified b) direct 
palpation Our work has led us to the belief that the prime cause 
of the rectal varicose syndrome with all its varied manifestations is 
a stasis of blood in the portal system Wherever this stasis exists, 
whether the cause be central or peripheral, there will tend to be some 
degree of constipation Moreover, if our conception is accurate, it 
becomes easy to understand how blood will be driven into the 
pudendal and inferior hzemorrhoidal plexuses and by causing conges- 
tion there will interfere with micturition And m fact periproctitis 
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(thrombophlebitis purulenta acuta) and anal fissure (thrombophlebitis 
marginahs recti chronica) are often accompanied by dysuria The 
simple removal of a small thrombotic nodulus may lead to a disturb- 
ance of micturition lasting several days In order to understand the 
pathology and logical therapy of constipation, an analysis must be 
made of all the factors which experience has taught us can produce 
it In this way we may test the hypothesis that there is really one 
common cause — namely, some impediment to the flow of portal 
blood to the liver leading to a partial backflow into the cava! system 
Alt will agree, for example, that the type of food eaten, and the 
amount of fluids taken, influence the bowel action , and it is clear 
that pressure conditions in the portal circulation must be largely 
dependent on these factors Bile retention produces constipation 
and here again it is easy to understand how close a relation there must 
be between the bile flow and the portal pressure conditions Where 
the obstruction is m the liver itself, the whole inferior cava system 
may be affected rn addition by pressure upon, or distortion of, the 
vena cava as it passes through the diaphragm (see Chapter \II1) 
As far as heart and lung diseases are concerned this would explain 
the constipation they produce In the majority of my patients with 
so-called ‘ habitual ’ constipation, where no systemic cause could be 
discovered with the diagnostic aids at present known, large rectal 
varices were present It is quite likely that these patients were 
really suffering from some minor degree of portal stasis of which 
the constipation was the earliest manifestation Mam who arc 
labelled hypochondriac and neurasthenic and complain of constipa 
tion, reveal themselves as suffering from piles if a reallv thorough 
rectal examination is made Their nervous symptoms will disappear 
when the portal reflux has been prevented by injection and ‘vein 
compression ’ It is indeed remarkable how the nature of these 
patients changes, but this is not the place to discuss the possibilitv 
of effects upon the mind of toxic substances from the portaf circula- 
tion being released into the general blood-stream Constipation 
from mechanical causes such as stenosis after ulceration, bowel 
paralysis, and so forth 1 $ of course excluded from the present discus 
stmt In comparison tilth the vxsHed ‘spastic swssijpsJim thetr 
occurrence is very infrequent, indeed almost negligible— our own 
figures suggest about a hundred to one In large towns at anv rate 
* habitual * constipation is the commonest of all human ailments 
The chief symptoms of this constipation are headache si flow 
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complexion (sometimes almost icteric), periods of depression, and 
ter) often cramps of the sphincter am and the levatores am muscles 
In the later stages atrophy of these muscles and a tendency to pro- 
lapse are found An enormous amount has been written on the 
treatment of this condition, and the aperients, irrigations, and dietetic 
cures that have been advocated are without number Medicines 
very soon lose their effect, and the) have no curative value E\en 
operative methods have been tried, perhaps the commonest having 
been dilatation of the sphincter am 

As soon as we had treated our first hundred cases with injections 
we became impressed with the fact that man) who had had to take 
laxatives for years were now relieved of their constipation, and we 
have since given special attention to this s)mptom A simultaneous 
disappearance of the constipation and the v ances and sphincter spasm 
has been noted in hundreds of cases Among these were patients 
who since their early youth had needed to take purgatives One, 
a woman of 70, had for thirty years never obtained a single bowel 
action without wash-outs and aperients, yet she became free from 
constipation Another woman of 51 gave the following history — 
Even twenty years ago I was constipated I always took medicine, 
but without getting the effect I desired Sometimes the result was diar- 
rhcea which interfered with my work One day I decided to try an enema 
This was successful in so far as by spending a quarter of an hour in this 
wav I was comfortable for the rest of the day I therefore continued to 
use enemata , but after about a year I found 1 needed two or even three 
daily Recently, twenty years after I began the practice, it required 15 
to 20 a day to secure any result I took them regularly at the appointed 
times without ever feeling any desire for defalcation A good two hours 
of my time was thus occupied each day But this was not my only trouble 
I sometimes had severe itching, and at times there was a discharge from 
the bowel On two occasions there was severe bleeding Since the treat 
ment I have had a normal daily bowel action without the need for any 
artificial aid whatever I can now eat whatever I like, whereas for years 
before I had eaten practically nothing but green vegetables and fruit 

Hzemorrhoid patients who are constipated nearly all have the 
same experience after treatment Proctoscopic examination in these 
cases reveals internal varices of truly astonishing size, sometimes 
veritable tumours of blood-vessels We believe that these tumour- 
like swellings act as a mechanical obstacle to defascation But the 
chief hindrance is the hypertonus of the sphincter due to portal 
congestion The response of the constipation to * vein compression * 
therapy stronglv supports the views expressed in this book 
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CHAPTER FIJI 

SPONTANEOUS THROMBOSIS IN THE RECTAL VEINS - 
LOCAL AND GENERAL PRURITUS- 
THE PROBLEM OF EMBOLISM 

The literature of proctology makes little reference to spontaneous 
thrombosis or to pruritus am The latter is considered to belong 
to the province of the dermatologist, and dermatological writing:, 
contain a confusion of theories about the causation and treatment 
of the complaint There is probably no method of treatment which 
has not been tried for this very common trouble, and it is obvious 
from the multitude of salves, suppositories, mixtures, powders, and 
pastes advised that none can be very effective Upon the aetiologv 
of general pruritus ideas are no less chaotic 

It has long been recognized that pruritus am and haimorrhoids 
occur together Many authors regard mucosal polyps, fissures, 
fistula, mucosal prolapse, proctitis, and cryptitis (all by them 
considered to be independent diseases) as potential causes of pruritus 
am As for general pruritus, nearly all known diseases of the 
abdominal organs have been inculpated In particular, liver insuffi 
ciency and hepatic diseases such as hepatitis, cirrhosis, carcinoma, 
gummata, hydatid cysts, jaundice, and cholelithiasis may be men- 
tioned Diseases of the stomach, too, chronic appendicitis, colitis, 
as well as diseases of metabolism, leukiemia, genital conditions such 
as ovarian tumours, pregnancy, menstruation, prostatic and vesicular 
troubles, malignant tumours of the true pelvis, constipation, and 
malaria are all on the list In America a search has been made for 
some specific exciting substance 

A critical study of the literature suggests two generalizations — 

1 Although it has been demonstrated again and again that 
a common specific cause for all cases is unhkelv, the idea of such 
a possibility still lingers 

2 A survey of the diseases associated with pruritus shows that 
the organs affected are those connected with the portal circulation, 
or those which may in certain circumstances (as we shall endeavour 
to show) come to have this connexion Tumours above the 
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diaphragm, and diseases of the thorax, head, neck, and upper limbs 
are scarcelj ever associated with pruritus, either local or general 

In an endeavour to simplify the problem, writers have classified 
pruritus into two morphological t)pes distinguishing the sharply 
localized cases — pruritus am, scroti, vulvre, cruns, and inguinalis — 
from the generalized In the latter group, juvenile, senile, climac- 
tenc, menstrual, pregnane), and summer and winter types have been 
desenbed In plain English, these terms merely mean that general- 
ized ptuntus may occur in }oung and old of both sexes, and that 
it ma) be related to menstrual, pregnane), seasonal, and climatic 
changes 

It has long been known that pruritus is m some vva) connected 
with varices It is a well-established fact that healthy )oung womep 
during pregnane) may develop hsemorrhoids and varicose veins 
That itching also may make its first appearance at this time is equally 
weft known fn seeking the cause of pruritus, one must pass in 
review all those disturbances which may be; associated with portal 
or caval venous congestion Thus nutritional upsets which may 
lead to liver congestion, and all derangements of the abdominal 
organs from which the portal blood is collected, have to be borne 
in mind Circulator) affections also have to be considered in so 
far as they mav embarrass the portal system 

In the literature, spicy foods, tea, Coffee, strong alcoholic 
beverages, and constipating drugs are mentioned as causing pruritus 
In all these cases it is still to be determined how far the substance 
in question ma\ impede or disturb the return of blood from the 
bowel And since perineal irritation is common in diseases of the 
female genitalia the bladder, prostate, and testicle, some local change 
in the circulation must be looked for in all thfrse conditions 

In order to get to the bottom of the problem, every observation 
which appears to be soundly based on fact must be taken into account 
It is for instance quite certain that pruritus has fav ourite sites , 
and that these are in the areas affected by varicose veins It is also 
certain that on the upper limb and on the trunk above the diaphragm 
localized pruritus is so rare as to be negligible Moreover, the 
changes with which it is associated do not extend to the ampulla of 
the rectum, no eczematous patches being eve r found there or in the 
colon In over 680 cases of pruritus of the arms, vulva, and scrotum, 
we have never seen the mucosa above the pat-s sphincterica involved 
This suggests that the changes do not occur above the limits of the 
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inferior hfemorrhoidal plexus Since this, is part of the caval system 
it is right to say that localized pruritus occurs exclusively m regions 
drained by the inferior vena cava The significance of this fact is 
that pruritogentc properties have been ascribed to certain metabolic 
breakdown products which are readily absorbed from the bowel 
The liver in the ordinary wav detoxicates these substances hence 
the liver and its afferent vessels must possess a certain degree of 
immunity to their action The inference is, that these substances 
only lead to pruritus when they escape into the general circulation 
by way of varices which connect the portal and caval systems 

In the last five years, several thousand proctoscopies have been 
earned out by the author, and as a result certain observations have 
been made which may perhaps throw some light upon this obscure 
subject, and incidentally on the problem of embolism Spontaneous 
venous thrombosis is a phenomenon which occurs more commonlv 
in the inferior hemorrhoidal zone than anvwhere else in the whole 
body Day after day patients of all ages and both sexes have been 
seen with spontaneous thromboses varying in size from a pinhead to 
a plum, both at the anus and m the rectum above These sudden 
thromboses may sometimes occur in apparently healthy young people 
without warning They are very painful and until now it has not 
been customary for surgeons to examine such patients proctoscopicallv 
for the following reasons — 

1 Their pain is such that they cannot tolerate this examination 
as ordinarily carried out even digital examination is in many cases 
unbearably painful 

2 At this stage the wrong diagnosis of incarcerated internal 
piles * is generally made, and the trouble is treated with hot applica 
tions and baths 

3 With the proctoscopes in general use examination if 
performed may fail to disclose any abnormality A side window 
proctoscope such as the authors, is particular!) well adapted to the 
exact examination of these cases In almost all of them high lying 
vances at the level of the superior hemorrhoidal plexus are found 
to he present 

At this point it is convenient to turn to the subject of thrombosis 
and embolism The thromboses artificially induced in the treat 
ment of varicose veins of the leg are fundamentally different from 
the spontaneously occurring thromboses in the inferior h-emorrhotdal 
plexus With the former type, is also with that occurring in the 
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neighbourhood of infections, embolism is relative!) rare Research 
on’ the subject of thrombosis has concentrated on (i) changes in 
the blood, (2) changes in the vessel wall, and (3) slowing of the 
blood-stream, and these three factors ha\e been looked upon as 
entirely controlling the occurrence of thrombosis Chemical irritants 
are used to damage the vein wall when it is desired to produce 
an artificial thrombosis In this manner it is possible to cause the 
clotting at whatever point m the vein ma) be desired 

In spontaneous thrombosis, on the other hand, there are certain 
‘ sites of election ’ at which clotting is common If it is granted 
that the three factors mentioned above are causes of thrombosis, it 
still remains to find an explanation for these sites of election What, 
for instance, makes this strict!) limited zone at the anus the com 
monest site m the whole bod) for spontaneous thrombosis * Were 
' blood changes ’ reall) the determining factor, we should expect 
clotting to occur wherever there are varicose veins and consequently 
a sluggish circulation , but this is not the case Because a patient 
has had a spontaneous thrombosis at the anus , it does not follow that 
it is particularly eas) to induce thrombosis in an) other varicose veins 
he ma) possess, although an) blood changes are presumabl) present 
there also Perhaps it is in this very assumption, that the same 
blood changes are present in all the varicose veins of a patient, that 
the fallac) lies It ma) well be that an important clue lies hidden 
in the fact that these sites of election undoubtedly exist 

In a paper read before the Gesellschaft der Aertze in Vienna 
in June, 1934, the author drew a comparison between varicose disease 
of the loicer limbs and anorectal varicose disease Thus for example, 
pruritus and eczema am were compared with eczema and pruritus 
of the shin The general analog) is enhanced b) the fact that in 
these two regions spontaneous thromboses most commonly occur 
Now one of the statements most frequently made by sufferers from 
pruritus is that the itching (both in anal and in \aricose vein cases) 
tends to come on and become really intense on retiring to bed at 
night , the interference with sleep is often a serious part of their 
troubles The literature, and especially dermatological literature, 
explains this as being due to the warmth of the bed This seems to 
us an inadequate explanation , indeed many patients find that a 
really hot bath is the on!) way to secure relief Moreover, the 
temperature of the anal region m a fat individual sitting m an over- 
heated office m the winter is surely no lower than when he is m bed 
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Yet his itching is definitely worse at night If the warmth really 
were responsible an ice-bottle or a cold bath would be an effectual 
remedy , but such treatment is almost always useless Can the true 
explanation he not in the warmth of the bed, but in the horizontal 
position ' Here a further important analog) with the lower limb 
may be drawn Trendelenburg’s sign, as is well known, is elicited 
as follows the patient lies in the horizontal position, and the varicose 
veins are emptied b> raising the limb abo\e the level of the body 
a tourniquet is now applied to the tlugh, and the patient is allowed 
to stand up It will be found that the previously distended veins 
remain empty Again, if a tourniquet is applied to the patient in 
a standing position, while the leg veins are distended with blood 
and if he then walks to and fro, the veins will be found to cmpt) 
themselves and remain collapsed These long-accepted facts show 
that the direction of blood-flow in such a patient when upright is 
not upwards in the varicose veins but downwards, 1 e centrifugally 
Under these conditions, some blood from the pelvic veins will find 
its vvaj into the saphenous system On the other hand the same 
tests show that when the leg is lifted above the horizontal the blood 
flows centripetally in the same veins and the whole saphenous 
tract drains into the veins of the pelvis In other words, when 
varicose veins are present, a change of position on the part of the 
patient may lead to reversal of flow in the affected veins Morro 
has shown that the deep veins may be filled by injecting fluid into 
the subcutaneous veins, and vice versa The occurrence of the 
reversal of flow was demonstrated b) Magnus to the Deutsche 
pathologische Gesellschaft in 1921 

The present writer has observed an exactly analogous train of 
events m the case of the htmorrhoidal veins In many patients 
with piles, and in all cases where fissure or peri anal thrombosis 
has occurred, the direction of blood-fUno is capable of rciersal, being 
sometimes from superior to inferior haunorrhoulal plexus and 
sometimes m the opposite direction If such a patient is asked 
to strain down, it becomes evident that an increase of the intra- 
ahdominal pressure (such as occurs also during defecation) causes 
the inferior hccmotrhoidal veins to become distended with blood 
from the valvclcss veins of the superior plexus Only a free reflux 
of blood from the portal sjstcm could explain the profuse bleeding 
of patients with piles during defxcation , bleeding which may give 
rise to the gravest anaemia And this same reflux, occurring undtr 
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certain conditions of pressure, offers a most reasonable explanation 
for anal pruntus and thromboses 

The question vvh) pruritus and thrombosis are so common!) 
observed m this localized area, demands an answer Our reply is, 
that this is just the place tchere portal and catal bloods intermingle, 
more especially under pathological conditions A review of some 


anatomical points may be helpful 
at this juncture 

The rectum has the follow- 
ing arterial suppl) — 

1 The unpaired superior 
hiemorrhoidal arterv, from the 
inferior mesenteric 

2 The nght and left middle 
hemorrhoidal arteries, from the 
respective internal ihacs 

3 The right and left inferior 
hiemorrhoidals branches of the 
respective internal pudtc arteries 

The first of these is chief!) 
concerned with the ampullar) 
part of the rectum on the dorsal 
aspect of which it divides into 
two main branches Their den 
vatives anastomose with those of 
the inferior hiemorrhoidal arter- 
ies, which supply the anal area 
only 

The rectal \ eins {Fig 13) are 
as follows — 

1 A single superior hemor- 
rhoidal vein 

2 Right and left middle 
hiemorrhoidal veins 


b 



Ft* 13 Semi diagrammatic vie» of the 
veins of the rectum showing the venous 
anastomoses of the annulus haunorrhoidalis 
a \ enous anastomoses b Superior hmmor 
rhoidal vein c Cut muc us membrane d 
Middle hemorrhoidal vein leading to puden 
dal plcxu t Column of Morgagni / 
Inferior hxmorrh idal veins Based in part 
on Uy? work t Marian Tktse de L\<m iflqj 
(Corning ) 


3 Inferior hiemorrhoidal veins several m number , and branches 
of the sacral venous plexus 

Of these, the superior hemorrhoidal vein is valveless, and drams 
into the inferior mesentenc vetn, which m turn empties into the 
the splenic and finally the portal veins The others possess valves 
and drain into the h)pogastnc and pudendal plexuses All the rectal 
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veins are intimately connected to form the hemorrhoidal venous 
plexus In the middle hemorrhoidal region what might be 
described as a watershed is found, it is the boundary zone between 
the portal and cava! systems, which are here in close relation with 
one another The mtddle hsemorrhoidal veins lie between the two 
diverging streams Portal blood differs fundamental)) from that 
in the general venous circulation in that it contains metabolic products 
from the bowel and toxic substances which in normal circumstances 
are dealt with by the liver and never reach the general circulation 
If, hoaner , a reflux of blood from portal to caial system takes place, 
a change in composition of the catal blood must result This locallv 
produced adulteration of the blood provides a much more satisfying 
explanation of the localized type of pruritus than does the hypothesis 
of some generalized blood impurity In the case of the leg we have 
already described how a change of posture maj reverse the direction 
of venous flow and if the horizontal position ma) reverse the flow 
in the saphenous sy stem presumably changes must occur also in the 
pressure conditions in the veins of the pelvis It is known that 
pressure upon the inferior vena cava as from a tumour, will 
give rise to the development of collateral circulation which passes 
by vva) of the epigastric and internal mammar) veins to the superior 
vena cava (producing the so called caput Medusa;) There exists a 
similar free anastomotic network between the abdominal and pelvic 
veins and the gluteal vessels, and thus with the saphenous and 
femoral s> stems 

It is, moreover recognized that hepatic cirrhosis or metastases 
or a tumour at the hilum of the liver, will lead to a portal stenosis 
the effects of which extend right back to the ultimate capillaries of 
the system, and give rise to what are known as sccondarv ’ piles In 
this connexion it should be noted that even under physiological 
conditions there are fluctuations in the portal blood pressure 
Regelsbergcr has investigated the question of the rhythmic \amtions 
in the livers activity According to this worker, the liver is the 
most important source of the body heat Torsgreen also deals with 
this, and shows that fluctuation of the temperature of the bodv 
corresponds with the rise and fall of the livers activity The 
periodical changes in the level of the blood-sugar, and in bile- and 
water-excretion by the liver, are also well known Another example 
of periodicity is the sensation of hunger, which appears at definite 
times and lessens if the normal meal-time is allowed to pass Now 
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as the activity of the liver vanes, the pressure in the portal system 
will alter As these changes must be transmitted to the htemor- 
rhoidal plexuses, it follows that the itching of pruntus am may well 
depend upon these same changes Proctoscopic examination of a 
case of piles at various times m the daj will show that the haemorrhoids 
\ary in size The difference in the degree of distension of the varices 
before and after defecation is also most striking 

It seems that the greater the amount of metabolites and toxic 
substances present m the portal blood, and the higher the pressure 
in the portal system, the more intense the itching will become This 
explains the periodic attacks of itching It also explains why morphia 
does not relieve the irritation, for the action of the drug is on the 
central nervous sjstem, while the irritating effects of the toxins are 
convejed bj the sympathetic sjstem accompanying the vessels For 
this reason the itching may be present even during deep sleep It 
is very probable that the horizontal position favours the reflux of 
portal blood into the caval system, for it is reasonable to suppose that 
the greatly diminished pressure in the inferior vena cava which must 
result from the horizontal position will allow portal blood to enter 
the svstem, following the line of least resistance It is the author’s 
opinion also that the skin changes associated with varicose veins of 
the leg (erythema and eczema cruris) mav similarly be the result of a 
retrograde flow of portal blood into the pel\ ic \ eins and finally down- 
wards into the saphenous system We may now group the factors 
upon which pruritus depends under the following heads — 

1 Generalized pruntus will appear if portal blood reaches the 
general circulation bv passing through the anastomoses which connect 
the two systems 

2 The favourite sites for local pruritus are found in those areas 
where the svstems adjoin — anus, perineum, scrotum, vulva, inguinal 
region, and lower limb {Fig 14) 

3 Where no anastomoses exist, as for example in the upper 
limb, localized pruritus does not occur 

4 The degree and intensity of pruritus will depend upon (a) 
the freedom of the anastomoses between the two systems, (6) the 
degree of congestion in the portal vein, (c) the type of food taken 
(which will influence the composition of the portal blood), and (d) 
the degree of digestive activity 

The author has been impressed by the fact that pruntus is much 
less common in patients who bleed from their varices This mav 
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perhaps be because these patients eliminate the pniritogenic sub- 
stances by the bleeding, thus keeping the inferior hemorrhoidal zone 
free from their action Bleeding is a feature of large and medium- 
size vances, whereas in pruntus the minute veins are chiefly affected 
Tun types of ‘ piles ’ patients may be distinguished those with large 
and medium-size vances comparable with those of the knee region 
and those with small dilated venules, like those on the dorsum of the 
foot and over the malleoli It is principal!) m this latter type, with 
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tiny varicosities in the inferior hxmorrhoidal zone, that pruritus 
occurs In these cases the mucosa in the sphinctenc region is affected 
in the same way as the anal skin it is reddened, succulent, and 
redundant, or cedematous , there are breaches in the epithelial cover- 
ing We consider all these changes to be the result of chronic poison 
mg by substances in the portal blood Ttythcma cutis am and 
• proctitis ’ are analogous lesions produced b) identical causes 'I he 
portal blood with its toxic contents reaches not only the anal zone, but 
passes also bv wa> of the pelvic plexuses to the genitalia and even the 


THROMBOSIS, PRURITUS, A\t> EMBOLISM 63 


saphenous system In this way there may anse a chronic intoxica- 
tion of the perineum, the scrotum or vulva, the genital organs, and 
the lower limb Mucosas cannot give the sensation of itching, but 
the affected areas ooze, and this may possibU explain some cases 
of vaginal discharge — leucorrhoea — which have hitherto remained 
inexplicable \ancose lesions of the leg — erythema, dermatitis, and 
ulcer — may be similarly explained The important fact that the 
lesions do not occur on the upper limb is simply due to the impossi- 
bility of access of portal blood to that part If the mucosa in anal 
pruritus is studied proctoscopically , it wall be found ttdematous and 
thickened, with little raw areas, and a tendency to bleed easily Instead 
of the normal pinkish colour, it has a dusk} or bluish appearance If 
the low -power lens of the proctoscope is brought into use, a veritable 
tangle of dilated venules will be seen Now this is precisely the 
description of ‘ chrome proctitis ’, a condition the aetiology of which 
has always been obscure If we exclude the extensive coloproctitis 
which is associated with bloodv and purulent discharge, diarrhoea, 
and tenesmus, there remains a group of 4 proctitis * cases of chronic 
type, which we now believe to be part of the varicose svndrome of 
the rectum, and which is almost always found with anal pruritus and 
eczema The changes are identical with those m the anal skin 
described as erythema cutis am 

In the author’s view, proctitis in patients with haemorrhoids, not 
extending above the rectum is totally distinct from the more exten 
sive coloproctitis The aetiology of the latter disease is unconnected 
with the rectum and therefore does not concern us here but with 
regard to the former type, the localized chronic proctitis, the author 
has come to the firm conclusion as a result of his observations that 
the proctitis , erythema, eczema, and pruritus form together a definite 
clinical entity This entity is one part of the rectal vancose syndrome, 
and is simply the expression of the irritating effect of the portal blood 
on the lowermost parts of the rectum and the anus Strong support 
is given to this conception by the improvement in all the symptoms 
and signs which follows ‘ vein compression ’ injections This type 
of proctitis seldom extends up into the ampullary part of the rectum, 
because the portal vessels are immunized The toxins do, however, 
damage the anal mucosa and skin, and, as w e non believ e, the skin of 
the leg where Trendelenburg’s sign is positive If spontaneous 
thromboses, too, are due to the same fundamental cause, namely, 
the reflux of portal blood, this raises the question why sometimes 
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thromboses occur, and sometimes pruritus Any one examining 
many of these cases will agree with the following observations 
Thromboses may occur in any vans, at the anus, whether of small 
medium, or large calibre , pruritus occurs where the varices are of 
the small type Again a comparison may be made with the lower 
hmb, where thrombosis of large vessels is almost exclusively confined 
to the thigh, the knee, and the upper third of the leg Pruritic skin 
changes, however, and ulcer, are found in the region of the smaller 
varices about the malleoli and on the lower two-thirds of the leg 
The distinction would seem to be that portal reflux occurring suddenh 
as the result of some sudden change of conditions tends to cause 
acute dilatation of previously formed varices, resulting in thrombosis 
A more chronic, slighter reflux, especially where the blood is brought 
into close contact with the skin, as in the lower part of the saphenous 
tract, is responsible for the itching and skin changes The same 
would apply to the upper and lower parts of the hvmonhoidal region 
respectively Pruritus and thrombosis differ only m degree , both are 
symptoms of differing degrees of the same functional disturbance 

The pathological anatomy of varicose disease of the lower limbs 
so closely resembles that of the rectum that it is natural to look for a 
cause common to both The only discoverable common factors are 
(1) their proximity, (a) the intimate relations of their vascular systems 
and (3) the possibility of a pathological reflux of portal blood reaclung 
both regions Such a conception renders the whole picture of spon- 
taneous thrombosis, its sudden onset and its symptomatology, much 
easier to comprehend It becomes obvious that the regions where 
the two venous systems meet must necessarily be areas of predilection 
for thromboses , and wherever the portal blood may find its nay 
under conditions of backflow thromboses will occur, as, for example, 
in the pelvis and the lower limbs (but seldom if ever in the arms) 

If thrombosis occurs in an artery, the affected region loses its 
blood-supply, and can only be nourished through anastomotic channels 
With these veins, on the other hand thrombosis of even a large trunk 
need not necessarily produce stasis (and therefore ardema) This 
is because the blood m these veins is flowing ccntnfugaliv, and there- 
fore plays little part m the venous return from the area which tficv 
dram In thts sense the thrombosis of a large vein such as the 
saphenous may be taken as an attempt at natural curt, for the clot 
acts as a ligature preventing access of the portal blood to the vessels 
beyond It is interesting to note that the places where thromboses 
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occur naturally are found by experience to be the best places for 
ligaturing the veins In exactly the same way, spontaneous throm- 
boses at the anus may be looked upon as curative 

The anastomosis of the superior with the inferior hemorrhoidal 
plexus is intended to act as a dam against the downward flow of portal 
blood — for the channels unless pathological I\ dilated must offer 
considerable resistance A consideration of the question of embolism 
will help to indicate the importance of this function Embolism 
occurs when a thrombus is set free and carried by the blood-stream 
until it is held up in a \essel too small to permit its passage Thus 
embolism implies previous thrombosis If we consider the common 
est form of thrombosis, that is, spontaneous thrombosis, in contra 
distinction to septic and artificial thromboses, we may obtain a clue 
to the problem From what has been said already it will be clear 
that in our view the essential factor m producing spontaneous clotting 
is the centrifugal floic of portal blood into the caial system The chain 
of events may be summarized thus (1) Portal stasis and congestion , 
(2) \ ancose dilatation of the portal radicles , (3) Back flow of portal 
blood through these channels 

In the pelvic veins the thrombi which tend to form may 
remain in the ample venous plexuses without m any way embarrassing 
the venous circulation In course of time they may become 
absorbed with recanabzation of the vessel, or they may become calci- 
fied That this latter is a common happening is shown by the fre 
quency with which phleboliths are to be seen in radiographs of the 
pelvis Should the thrombus, however, become detached it may 
be carried bv a reflux of blood back into the saphenous circulation 
until it reaches a small vessel which it completelv fills On the other 
hand, such a thrombus (unlike the septic and artificial thrombi, which 
adhere firmly to the vessel wall and seldom or never become detached) 
may be earned into a mam vessel such as the saphenous trunk and 
thus find its way into the general circulation Only some such con- 
ception as this can explain the observed facts 

Qe.Ci tVfiSR. vieift. vx. tsu revest! *atb«r».vse. 
hensible facts are explained Payr, for example, mentions that 
commencing thrombosis in the pelvic veins may be associated with 
the sudden onset of hemorrhoidal svmptoms or anal tenderness 

The reason why the incidence of embolism is high after pelvic 
operations now becomes easy to see This applies especially to 
gynecological operations, where the application of mass ligatures to 

5 
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the venous network in the broad ligaments is a potential source of 
danger because any sudden increase in the portal pressure is readih 
transmitted ^ ta the dilated pudendal plexus, and may cause an insecure 
ligature to give way Precautions against such a risk should be taken 
in all operations within reach of the portal system Prostatectom\ 
is especially dangerous m this respect The terrifying hemorrhages 
which may occur after this operation are known to all surgeons Even 
after the most careful hemostasis such a disaster may occur — the 
blood coming from the 
portal system Bleeding is 
particularly liable to follow 
the first defecation, the effort 
causing a rise of pressure 
in the portal vessels, so that 
blood is forced through anas- 
tomotic channels notably 
the middle hemorrhoidal 
plexus If the anastomoses 
are enlarged i e , the ves 
sels varicose the resultant 
hemorrhage miv be \er\ 
severe 

Many points in the 
symptomatology of pruritus 
am have hitherto lacked 
explanation The anal skin 
in this condition is reddened, 
swollen and moist , and 
later, radially arranged rede 
matous folds appear (f 1? 
15) The skin tends to lose 
its pigment, and here and 
there the epithelium is deficient Tmally, the skin becomes pale 
cracked, and atrophic The sphincter passes from increased to 
diminished tone It is interesting to observe that during treatment 
as the itching diminishes there is a return of the normal pigmentation 
of the skin 

It has not yet been decided whether the itching sensation travels 
by the spinal nerves or by the autonomic nervous system lint 
stimulation of the autonomic fibres to the skin need not cause itching 
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is obvious, because v asodilatation (flushing, amyl nitrite) and vaso- 
constriction (Raynaud’s disease, adrenaline) are not associated with 
itching The question whether the itching or the skin changes come 
first may be answered quite definitely as far as senile pruritus is 
concerned In this disease, the itching precedes the skin changes 
This may be compared with urticaria, where the itching may have 
passed its maximum intensity before the wheal appears , indeed it 
may have ceased The generalized pruritus which comes on in 
patients from 60 to 80 years of age occurs in attacks, and tends to be 
worse at night In these cases a sub-icteric tinge may be noticeable, 
suggesting some liver damage The generalized pruritus of younger 
people runs a similar course these patients also stating that the 
itching is aggravated at night Secondary' pigmentation is a character- 
istic of both types of pruritus 

It has been, shown that certain peptones if introduced into the 
skin are capable of producing itching, it « s therefore conceivable 
that albuminous breakdown products of metabolism, if they succeed 
in reaching the general circulation in high concentration, may have a 
similar action The ‘ alimentary ’ type of pruntus, associated with 
tea- and coffee-drinking is well recognized In local pruntus the 
toxins only reach sufficient concentration at the actual place where 
they enter the general circulation When they reach the larger veins 
increasing dilution renders them innocuous The intermittent nature 
of the pruntus also fits in well with this hypothesis, for only when 
digestion is at its height and portal congestion is increased will the 
toxins escape in sufficient quantity to produce symptoms For the 
pruritus to become generalized incomparably greater quantities of 
toxins must obviously enter the general circulation It is possible 
that in these cases the metabolites may enter the circulation m other 
ways than via the hemorrhoidal plexuses , at any rate the possibility 
merits consideration 

According to Frenchs and Lanceraux, pruritus occurs in only 
one-fifth of all cases of jaundice Prostate and bladder troubles may 
also be associated with pruritus (and senile pruritus often disappears 
after prostatectomy) Pruntus associated with menstruation closely 
follows the ovarian cycle That seen at the menopause is probably 
nothing more than the pre-senile type occurring in the female 
Menstruation and pregnancy types are usually generalized, but we 
had the opportunity of observing one case where itching was localized 
to the groins and became worse with each menstrual period Since not 
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every patient with icterus experiences itching, and since the intensity 
of the jaundice is independent of the degree of pruritus (the icterus 
can disappear without cessation of the itching) it follows that the 
pruritus is independent of bilirubin concentration in the blood In 
other words, the itching does not wax and wane with the rise and 
fall of blood-bilirubin Similarly, in diabetes we have seen the blood- 
sugar return to normal with insulin without any effect on the pruritus 
Hence it would seem that neither the sugar nor the bilirubin is 
in itself pruntogenic The substances actually responsible need 
not necessarily correspond with the sugar or bilirubin in their concen- 
tration In localized pruritus these substances, as we hold, derive 
from the portal blood, and m generalized pruritus they may well 
have the same source An analysis of the various conditions in which 
generalized pruritus may occur will show that there is common to all 
the possibility’ of some liver disturbance This disturbance may be 
central , that is, the liver itself may be affected and act as an obstacle 
to normal portal blood-flow , or it may be peripheral, the obstruction 
being in the vena portas or its tributaries Pruritus is very commonly 
observed in the terminal stages of malignant abdominal tumours , 
this is due to the liver metastases interfering with the flow of portal 
blood Other examples of hepatic causes are hydatid disease and 
cirrhosis, liver gummata, acute hepatitis, and cardiac insufficiency 
with secondary hepatic damage 

Tumours of the head of the pancreas which compress the portal 
vein are an example of a peripheral cause of portal stasis The tumour 
need not necessarily be malignant , acute or chronic pancreatitis, 
shrinkage of the pancreas, an inflammatory glandular mass at the 
liver hilum, and tumours and cysts of the kidney can all exert direct 
or indirect pressure on the portal vein, making possible a periodical 
reversal of the flow of blood within it Stones tn the common bile- 
duct occasionally lead to pruritus in the same way Such a stone 
may cause, of course, at the same time a rise in blood-bilirubin and 
(by direct pressure on the \ein) a rise in portal pressure It has long 
been known that ‘ secondary ’ hemorrhoids may result from liver 
tumours , but it has never been realized that in fact all hemorrhoids 
are secondary The entire rectal varicose syndrome is dependent 
upon some cause external to the rectum There is really no essential 
difference between piles which are due to some abdominal tumour 
and piles which are apparently idiopathic Sometimes the under- 
lying cause is ovcn\ helminglv important (as, for example, an abdominal 
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carcinoma), while at other times it is relatively insigmficent (eg, 
chronic hepatitis) , v et the pathological process is the same in both 
cases 

It is easy to take the view that mechanical compression of the 
portal vein by the gravid uterus may be the cause of pruritus in 
pregnancy Indeed, the pressure of the uterus is acknowledged as 
a cause of varicose veins of the leg Due consideration must, how 
ever, be given to these important objections to such a view (1) The 
varicose veins may begin to appear almost at the beginning of preg- 
nancy , that is, before enlargement of the uterus can play any import- 
ant part (2) In spite of the large uterus of advanced pregnancy, 
varicose veins do not occur in all cases One of the earliest signs of 
pregnancy is the bluish discoloration of the vulva, which points 
inescapably to the occurrence of some profound change m the circula- 
tion m the pelvic veins Indeed, it is hard to explain the discoloration 
and obvious enlargement of the vulval veins otherwise than by some 
interference with the drainage of the pelvic veins The very great 
development of the uterine and pudendal plexuses during pregnancy 
is well known Yet in spite of this increase in volume of the veins 
(which drain also the vagina and vulva), there is at the same time 
increasing congestion and stasis in their radicles Why should this 
congestion arise before the uterus is notably enlarged ? 

In order to explain these changes taking place in the veins of the 
genital organs we have to admit that some factor hitherto overlooked 
is operative Normally, the blood from these organs is received by 
the inferior vena cava ( Fig 16) Now, though the circulation of the 
fetus is anatomically distinct from that of the mother, the fetal waste 
products are brought in the umbilical vein to the placenta and trans- 
ferred to the placental vessels of the mother Thence the products 
must be carried to the vena cava and the general circulation if the 
anatomical considerations m the diagram are correct How does the 
mother deal with these toxic substances ? The poisons from her 
own alimentary tract are taken to the liver which is the great chemical 
works of the body and there rendered harmless , it is hard to believe 
that no provision is made against the flooding of the maternal circula- 
tion with toxins from the fetus It is much more probable that at 
the beginning of pregnancy the pelvic venous system becomes altered , 
the anastomoses between the portal and caval portions enlarge and 
blood from the genitalia tends more and more to pass into the portal 
system, carrying with it the fetal toxins The idea of such a diversion 
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of blood is not new , it occurs in \ancose veins (positive Trendelenburg 
sign), in varicoceles and hemorrhoids, and in the caput Medus-c 
which develops when the caval return is obstructed b) a peKic tumour 
In the case of pregnancy, such a diversion would effective!) prevent 
the fetal toxins from doing anv harm to the mother It maj throw 



new light on the toxaemias of 
pregnane) , for if the change 
does not take place or is 
d imperfect, the resultant dis- 
turbances would presumably 
be just such toxic mam 
festations as are well known 
to be associated with preg- 
nane) 

Perhaps the discoloration 
of the external genitalia at 
the beginning of pregnanev 
signifies that the anastomotic 
communications are not )et 
full) opened up The small 
communicating channels can 
not )et accommodate all the 
pelvic venous blood, with the 
result that the small vessels 
of the vagina, uterus, and 
broad ligament become con 
gested, some of the blood still 
finding its way to the vena 
cava (Ftg 17) This would 
explain the toxic symptoms 
sometimes noted in early 
pregnane) It is certainl) 
staking that if the pregnane) 
is interrupted the s)mptoms 
at once vanish This line of 


thought may prote useful tn elucidating hxpereinests grattdarum and 


eclampsia 

Another fact which supports the conception of a diversion of the 
blood stream during pregnane) is mentioned b) Ho)d (Textbook of 
Pathology) In describing the liver in eclimpsia lie states * Ihe 
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necrosis is peripheral in type, being most marked around the portal 
■vein in contradistinction to the central necrosis of acute jellovv 
atroph} and the ordinarv necrosis Syncytial masses from the placenta 
may be present tn this area ” [our italics] In what other way could 
these sjncvtial masses from the uterus reach the In er except by a 
reversal of stream from the uterine veins into the portal sjstem ? 
The observation seems to the author, to whose knowledge it was 
brought onlj four jears after publication of his German edition, to 
add strong support to his theorv 



Fu> 17 Vein* f th" female phis showing anastomoses between the 
pudendal plexus the vesic uteri ic plexus and the plexus hcemorrholdalis 
12 Bulbus \estibul h D-irsal vein of the c!it ns c Symph>sia pubis J Middle 
vesical arterv and vesical plexus e Lter nc itterj / Ligament! m teres g S emend 
colon h I reter 1 Superior ham rrhoidal veins k l tenne artery l Uterine 
veins in levat ran muscle n Internal pudendal arter> an 1 vein (Cornin* ) 


It is a long-established popular notion that there exists a relation 
between the development of varicose veins and piles in pregnancy, 
and the successful course of the pregnancy — a belief doubtless based 
upon the experiences of generations of pregnant women Till now, 
however, no reasonable explanation of such a notion has been 
possible 

The enormous enlargement of the pudendal plexus during 
pregnancy is undeniable , and of this plexus the inferior haemor- 
rhoidal is really a part We are not aware that any one has raised 
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the question of the fate of this plexus after involution It cannot be 
assumed that post-partum haemorrhoids are evidence of incomplete 
involution of the plexus , but if the anastomosis remains free after 
parturition it is obvious that any cause of portal congestion, such as 
an acute hepatitis, will all the more readily force portal blood into 
the cava! system 

The peculiar phenomenon of post-partum eclampsia could be 
accounted for by the big drop in pressure in the pelvic veins as the 
uterus empties Although the foetal source of toxins is no longer 
present, the normal direction of outflow of pelvic blood m3y be 
restored before the blood in the pudendal plexus — still overcharged 
with the accumulated toxins — has had time to pass to the liver , and 
if the anastomoses are still open there may be in addition a consider- 
able reflux of poison laden blood from the portal veins themselves 
into the systemic circulation It must also be remembered that 
during the pregnane) the liver function is in some cases impaired, 
so that the organ must work to the last at its maximum capacity to 
keep the toxins below the danger level , and thus the emptying of 
the uterus turns the scale, the threshold value is passed, and sjmptoms 
of eclampsia develop 

Once this argument is allowed, it may be extended to include 
menstruation At this time there occur circulator) changes similar 
in character to, though incomparably less in degree than those of 
pregnane) Several facts may be mentioned in support of this state- 
ment the increase of all the symptoms of rectal varicose disease 
during menstruation, such as itching, bleeding dragging pain in the 
back , and the increased aching of varicose veins Sometimes the 
pain experienced at menstruation is like that of hemorrhoids this 
suggests that during menstruation portal reflux takes place Perhaps 
the menstrual congestion of the pelvic viscera is due to this 
Menstrual pruritus would be easily explained b) the same change 
The part pla)ed b) this reflux in the development of varicose veins 
of the lower limb will be discussed later 

The important observation that prostatectom) often results in 
the healing of a senile pruritus is worthy of consideration PrcviousI) 
this fact has been difficult to explain, but the train of events is 
probablv as follows The access of the pruntogenic toxins to the 
general circulation through the pelvic venous plexuses is largelv 
prevented bv prostatectom) because the operation destro)s and 
scars up a large part of the plexus Many prostatic patients have 
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astonishingly large \ ances on the anterior Mall of the rectum over 
the prostate They are enormous vessels which often protrude so 
far through the side window of the proctoscope that care and patience 
are needed to replace them Our view is, as already stated, that 
post-operative haemorrhage takes place from these greatly dilated 
veins * Vem-compression ’ injections have just the same results 
as prostatectomy in that they squeeze up and obliterate these vessels 
in scar tissue It is in fact more precise, quicker, surer, and achieves 
the desired result with less danger to life It is to the obliteration 
of these anastomosing veins that the outstanding success of the 
method in curing pruritus is due 

INJECTION TREATMENT OF PRURITUS 
During the past five years more than 680 cases of pruritus am, 
vulva, and scroti have been treated by ‘ vein compression ’ injections 
As alreadv explained, at first only haemorrhoids were treated in this 
way , but after the first hundred or so patients had been treated, 
the observations herein described were made, leading to the discovery 
of the principles underlying the method Many of the early patients, 
who came solelv because of rectal bleeding, reported that although 
the injections had caused the bleeding to disappear, an entirely new 
symptom, pruritus, had appeared Dus itching later vanished as 
the treatment advanced At the same time, other patients were 
volunteering that their itching and discharge, present when treatment 
was begun, was cured Thus the so called obliteration treatment 
had in some cases produced and in others cured pruritus These 
observations formed the starting point from which our routine of 
treatment for pruritus was developed 

In cases of pruritus, the treatment commences with ‘ compres 
sion ’ of the veins at the level of the middle hemorrhoidal plexus 
The procedure is exactly the same as for hemorrhoids At 5 to 8 cm 
above the anus a number of injections of quimne-u re thane solution 
are placed around the bowel in a circle proceeding in a clockwise 
direction Special care must be taken not to place the solution too 
superficially, 1 e , intramucosally The needle is made to ride over 
the near edge of the window and pushed on until it is felt that the 
point has passed the level of the far side of the window and lies in 
the submucosa Until this has happened no solution may be 
injected In course of time an accurate sense of the position of the 
needle point is acquired If these precautions are not observed, 
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a!I three drops may be placed in the mucosa just beneath the 
epithelium, or the needle may pass nght through the projecting 
mucosa, and the solution be deposited m the proctoscope Just 
as with haemorrhoids, no more than 3 times 2 to 3 drops of solution 
should be used at a sitting The beginner should inject too little 
rather than too much At each subsequent sitting, the injections are 
placed gradually nearer the anus The nearer the anus, the more 
painful the injection will he, the first injections hardly being noticed 
by the patient In cases of hemorrhoids, five to eight sessions will 
usually be enough , but in pruritus more may be required Nev er- 
theless m many of the cases all symptoms will disappear after the 
third treatment We have seen most severe cases m which the itching 
and discharge were completely relieved by the first treatment While 
the patient is having injections, all ointments and pastes are forbidden 
He is advised simply to keep the anal region scrupulously clean 

The larger the internal varices and hemorrhoids, the quicker 
the result will be When sphincter hypertonus and proctitis are 
present, treatment is more difficult and must be rather more elaborate 
In cases where radiating folds of hypertrophied skin exist, with loss 
of pigment and hair, the vances are of the very small type and mav 
be hard to make out on account of the redema of the skin and the 
mucosa For such cases two methods are available, both requiring 
preliminary local anaesthesia Either the injection may be given 
without the proctoscope direct through the skin, or the instrument 
may be inserted and slowly withdrawn almost completely so that the 
region of the mucocutaneous junction can be injected through the 
side-window It is a golden rule to keep the needle away from 
obvious vessels Excoriations of the anal skm are not a contra- 
indication , they are a strong indication After the third or fourth 
injection firm ridges and prominences will become palpable in the 
bowel wall these are the result of the reaction of the submucous 
tissue to the chemical irritation of the quinine In course of time 
they contract down, and by strangling the veins bring to an end the 
backflow of portal blood We have never seen the vascular throm- 
bosis described by some authors as the result of this treatment nor 
is it to be expected If quinine were prone to cause thrombosis, it 
would probably not be possible to give it intravenously m the treat- 
ment of malaria The author during war service in Persia, 
Mesopotamia, Syria, and Palestine gave hundreds of quinine injec- 
tions wtlhout ever observing thrombosis in the antecubital veins 
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It is true that if some of the fluid is placed outside the \em, necrosis 
w ill often follow 

As only 2 to 3 drops of solution are used at a time in the rectum, 
should the) be accidentally injected into a vein the immediate dilution 
would be such as to render them harmless It cannot be stated too 
often that intravenous injection is not the aim of the treatment To 
inject the radiating shin folds in pruritus am the following technique 
is adopted By two imaginary diagonal lines the anus is divided into 
four equal quadrants With 5 c c of 1 per cent procaine solution 
the shin is anaesthetized, beginning the injection at the posterior 
commissure and infiltrating to right and left When the area is 
anaesthetic, three drops of quinine-urethane solution are injected 
under the anal shin as the needle is slowl) withdrawn Three to 
four such injections ma) be given through separate punctures until 
the whole aniesthetized area has been treated At each subsequent 
treatment another quadrant is anaesthetized and treated 

Since the publication of the original German edition in October, 
1935, I have treated a further 180 cases of pruritus am, mahing 680 
cases in all Besides these, there have been a number of recurrences 
Of course, it is possible that other cases have recurred and have gone 
elsewhere, but about 10 per cent of the cases have returned quite 
readily for further treatment Indeed, many have stated that the) 
would willingly undergo the treatment every year if necessary, so 
pleased are they to have found some means of relief from their 
wretchedness There has been no single case where after a successful 
first treatment the second treatment was a failure The only 
refractory cases were those who had been treated with X rays and 
had never healed completely In about 2 per cent of the most 
severe cases up to 20 treatments were needed, but even in such cases 
marked improvement was obtained The perianal skin in these 
patients was as a rule markedly atrophic, and showed advanced 
vascular changes from previous X-ray therapv 

Other workers, both in Austria and elsewhere, who have tried 
the method confirm its effectiveness For interest some typical 
case histones are appended The good results seem to us strong 
evidence for the underlying theory, demonstrating that the varicose 
condition of the rectal vessels is in fact the cause of the pruritus 

Case 1 — \ man aged 54, had had severe itching for 18 vears He 
had used large quantities of ointments and suppositones in the effort to 
obtain relief and stated that he required an aperient daily Seven vears 
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previously he had received his first X-ray treatment, after which he had 
remained well for a year Then the irritation returned with all its old 
intensity, being intolerable at night A second course of X ray therapv 
produced a remission lasting 8 months, and a third gave only 6 months* 
relief His fourth course had no effect at all 

When this patient came to us on March 22, 1934, he had an extensive 
eczema The skin was depigmented, and the irdematous radial folds 
of skin were raw in places After three treatments he stated that he was 
greatly relieved By May 2, although he occasionally experienced slight 
itching, the oozing and moistness had quite disappeared A fortnight 
later he was completely symptom free, and has remained so 

Case 2 — An electrician, aged 34, gave the following history In 
1928 he had been seen by a certain professor of surgery, who made a 
diagnosis of ha:morrhoids He was operated upon, and left hospital m 
fourteen days In spite of the operation he had such severe itching and 
eczema he could not sleep He next sought the advice of a skin specialist 
who treated him with ointments, baths and ultra-violet light After 
eight weeks of this treatment, he went to another doctor, who continued 
to treat him a further six months without success Next, he entered 
a skin clinic in Vienna, where a tar and sulphur ointment was used and 
finally X-ray therapy given Two treatments arrested the itching, but 
after only six weeks it returned with full intensity In 1931 he returned 
to the skin clinic, where on proctoscopic examination a fissure was 
diagnosed and operation advised Declining operation, he left the hospital 
ana went to see a second surgeon, who was unable to confirm the diagnosis 
of fissure, but recommended him to yet another dermatologist who gave 
him an ointment This was successful for a time, but soon lost its efficacy 
He returned to the radiotherapist, and another course of X rays gave him 
eight weeks’ relief After this, he tried various powders, tannin wash-outs, 
and a special diet A diagnosis of gastritis was made, and the possibility 
of gastric ulcer discussed At this time he began to suffer a great deal 
with distension, and after three more doctors had failed to help him he 
resorted to herbalists These, too, were quite unable to give him relief, 
and on June 19, 1934, he came to me After five treatments he was 
symptom-free, and the eczema had vanished On Dec 4 1934, he returned 
with a small thrombosis at the anal margin, but was quite free from 
pruritus After incision of the thrombosed nodulus he lost his symptoms, 
and remains well to date 

Case 3 — An office worker of 50 had suffered for a long time with 
burning, itching, and discharge He was referred to me for treatment on 
April 15, 1934, by a radiotherapist He had an extensive eczema with 
ulceration in the anal region After si\ treatments he became symptom- 
free, and remains so to date 

Case 4 — A government official of 62 came with a story of intense 
anal irritation for 35 years He had been treated for tins as long ago as 
1898, by Professor Kaposi, without complete relief Tor iS years he had 
managed to make life bearable by the use of ointments and powders, 
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during the whole of this time there was anal eczema and discharge On 
one occasion a rectal polvp had been discovered, and remo\ed by opera- 
tion , but this did not affect his symptoms He h3d v lSited a dermatologist 
who treated him with locally applied ointments and later sent him to a 
radiotherapist The X ray treatment he received (1921) resulted in a 
painful ulcer which took, six months to heal, but relieved the itching for 
ten vears In 1933 the trouble returned, and for a year he was treated 
with ointments and suppositories with little success The eczema spread 
to the scrotum, thighs, legs, and extended up the back as high as the neck 
Again he was under the care of a dermatologist for a year, but the eczema 
became progressively worse Again he was treated by X rays, but this 
time without the slightest effect Finally the ulcerating eczema about 
the anus was so severe that he could not sit down, and life became a burden 
He again asked for X-ray treatment, but the therapist after treating him 
for five days referred htm to our clinic We saw him first on March 26, 
1934, when he had exceedingly severe eczema with hypertrophic granu- 
lations After five treatments he was able to sit in comfort and was almost 
symptom-free On May 4 he came again with slight itching, and after 
two further treatments he became completely well and remained so 

Case 5 — On May 31, 1933 a 30-year old Doctor of Laws was sent 
to me for treatment He had a five years’ history of anal pruritus which 
was particularly bad at night This had been considered the result of 
a gonococcal infection and he had been given treatment by a dermatologist 
As this failed he was given X rav treatment Then in Paris he was seen 
by several doctors in consultation and a diagnosis was made of prostatic 
enlargement, for which he was treated from September to December, 1934, 
with prostatic massage At last, because the itching became intolerable 
and he had no peace day or night, he took refuge in alcohol and had to be 
sent to a psychotherapeutic clinic for treatment He claimed that two 
large glasses of cognac were the only relief he could find for his pruritus 
The alcoholism eventually caused him to be sent to a home Between 
May 21 and June n he was injected with 2 5 g of quinine-urethane solu 
tion in a senes of five treatments So successful was this that the whole 
anal and gluteal region, which had been one large raw surface, regained its 
normal appearance within ten days The first four injections were sub- 
mucous, only one subcutaneous injection being needed On June 18 he 
was discharged cured 

Case 6 — On March 20, 1935, a police inspector of 59 was sent to us 
with a rash covering the whole trunk and a weeping, itching eczema of 
the anus Examination showed here, as in all such cases, a proctitis, a 
hypertonic sphincter, and penanal skin tags After six treatments, he 
was symptom free on April 18, 1935 The irritating rash on the trunk 
and extremities had completely disappeared after the third treatment 
There has been no return of symptoms 
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ACUTE AND CHRONIC SUPPURATIVE THROMBO- 
PHLEBITIS OF THE RECTUM AND ANUS 
(PERIPROCTITIS AND FISTULA-IN-ANO) 

By periproctitis is understood an inflammation of the connective 
tissue around the anus Verj many causes have been suggested for 
both this condition and fistula A few only need be mentioned 
foreign bodies in the rectum (fishbones, needles, fruit pips), direct 
trauma as the result of a fall or stab wound, dysentery, tuberculosis, 
typhoid, syphilis, prostatitis, and other inflammatory lesions of the 
male and female genital organs, dermoid cysts, fxcohths, furunculosis, 
and the downward tracking of abscesses from above 

It is possible that all these factors may at one time or another 
play a part , but in none of our cases were any of these things causal 
The sole true cause of peri anal abscess is a spontaneous thrombosis 
in the inferior hemorrhoidal plexus It is likely that in the normally 
healthy individual a spontaneous thrombus seldom becomes infected 
In the great majority of cases, doubtless, the thrombi disappear 
unaided in a few weeks All that remain are the well-known peri- 
anal skin tags which are so often treated by cautery removal 
(Langcnbeck’s operation) The presence of these hypertrophic tags 
is invariably a sign of previous thromboses The term * thrombo- 
phlebitis ’ is in such cases of questionable accuracy, since it implies 
inflammation Certainly a great many spontaneous thromboses 
show no signs of infection or softening 

Suppuration is a relatively rare occurrence, being found in scarcclv 
one-tenth of the cases When it does happen a pen anal abscess 
results, and this condition would be much better termed suppurative 
anal thrombophlebitis ’ The following types may be distinguished 
(l) Marginal, (2) Intramural, (3) Pelvirectal, (4) Ischiorectal 
Consideration will show that this classification corresponds with 
the later course of the fistula which result from either the spontaneous 
discharge or the operative incision of peri-anal abscesses The extent 
of such abscesses depends upon the degree of involvement of the 
rectal varices by the thrombosis and subsequent infection 
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1 The marginal type is usually due to suppuration of a thrombus 
in the inferior htemorrhoidal plexus 

2 The intramural type , which commences with fevers, rigors, and 
severe pain on defecation, is due to the involvement of the middle 
hiemorrhoidal plexus Sometimes intense pain may be present for 
some two or three dajs before the abscess becomes obvious Indeed, 
in man) cases a so called internal fistula will have formed before 
the diagnosis has been made It is not possible to make a valid 
distinction between the mode of development 


of a fistula and that of a pen-anal abscess 

3 Pelvirectal abscesses maj of course, 
result from causes such as pelvic or vertebral 
caries, but these must be excluded from the 
present discussion as the} do not come w ithin 
the scope of this book The} ma} also result 
from wrongly conceived extensive operations 
undertaken for the cure of rectal thrombo 
phlebitis The more radical the operative 
procedure, whether it be for periproctitis, for 
fistula, or other lesions of the rectum — or 
indeed of the prostate — the more frequently 
will these secondar} abscesses be observed 
^part from this cause, such extensive spread 
of the inflammation occurs in only a ver) 
small percentage of cases 

4 Ischiorectal abscess results from the 
spread of the septic thrombosis to the internal 
pudic plexus The theor} that it is due to 



tracking of pus along the l}mphatics from a Fjs j8 _ s lbrmiCfU s tan 
focus above is hard to believe This subject <«« mam branded 


will receive fuller consideration later 


Since the superior haemorrhoidal veins on the posterior wall of 
the rectum have a symmetrical arrangement, it follows that thrombo 
phlebitvs whew vt occurs may also he sywuuetrvcal Irv thvs case rt. 
may give rise to the not very uncommon s}mmetncal anal abscesses 
These abscesses develop simultaneously and often lead to symmetrical 
fistube (Fig 18) As confirmation of the suggestion that these fistula; 
are the result of a thrombophlebitis of the hemorrhoidal veins, the 
fact that the tracks unite on the posterior wall of the rectum to form 
a main trunk should be considered At one point in the mam trunk 
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a perforation of the rectal mucosa will be found, as may be clearly 
demonstrated with methylene blue Whichever of the two external 
openings is used, the dye will appear at the common internal orifice 
and may be observed with the side-window proctoscope 

A fistula originates, in the vast majority of cases, in a perianal 
abscess Whether the abscess ruptures spontaneously or is incised 
is immaterial — a fistula may still result If suppuration occurs in 
thrombosed superior hsemorrhoidal veins, the infection may spread 
along the clotted vessels bach down the tributary veins, and down 
to the capillaries After a few days, a reddened and cedematous 
spot will appear on the skin (or there may be bilateral foci) and 
softening will follow That the resultant subcutaneous abscess ’ 
is connected with the suppurative thrombophlebitis above by one or 
more * tracks ’ (which are really venous trunks) may easily be demon- 
strated by injecting methylene blue The true pathology of these 
lesions has until now remained unrecognized because of the peculiar 
anatomical structure of the region Incision of the pen anal margtnal 
abscess only allows the escape of the pus from the lowest part of the 
track, that contained in the varix itself, and the higher part of 
the track, can only escape with difficulty unless perforation into the 
rectum has occurred When the sphincter relaxes the column of 
feces may help to express the pus from the vam , but after defeca- 
tion the contracted sphincter again interrupts free drainage 

The fact that peri-anal abscesses usually drain badly has led 
to the most diverse operative procedures It is interesting that 
although the aetiological similarity of peri anal abscess and fistula 
was not realized, the treatment for both lesions was identical Sur- 
geons formerly employed a radial incision to open the pen-anal 
abscess, this incision being designed to divide the sphincter at the 
same time This type of operation often resulted in incontinence 
Then it was stated that to spare the sphincter the incision should run 
tangentially to the anus from the perineum backwards towards the 
coccyx (Moskowicz) If our conception that peri-anal abscess is in 
fact nothing more than an acute suppurative thrombophlebitis is 
true, it puts the treatment of these so called tracking abscesses in 
quite a new light Laying open the fistula, with simultaneous division 
of the sphincter, thus becomes exactly comparable to division of the 
sphincter for abscess No doubt such treatment allows a freer escape 
of pus from the suppurating veins, nevertheless it should be dis- 
continued for both theoretical and practical reasons 
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At this point, attention maj be drawn to an interesting analog} 
that as far as we know has escaped the notice of previous obseners 
Anal fissure, periproctitis, and fistula have been regarded as three 
separate, unrelated entities It is therefore all the more remarkable 
that for hundreds of \ears surgeons ha\e advocated the same treat- 
ment for all of them — namel}, division of the sphincter We 
mention this important fact, which has so far escaped the attention 
of workers, because there is no doubt that pen anal abscess, fissure, 
and fistula can all be cured by this procedure Surely this fact makes 
it probable that some very close relation exists between the three 
lesions 

The time has come, m the writer’s opinion, to substitute an 
aetiologica! classification for the traditional anatomical one Peri- 
proctitis should be termed acute suppuratiie anal thrombophlebitis , 
fissure becomes chronic marginal thrombophlebitis , and fistula, chronic 
anorectal thrombophlebitis Thus the conclusion is emphasized that 
the pathological process is fundamental!) the same , but that owing 
to the various stages and the anatomical variations, the three condi- 
tions hate hitherto been described separatel) 

In ‘ vein-compression ’ therap) a method has been found equall) 
applicable to all these different manifestations The problem of 
pen-anal abscess is pnmarily one of prophylaxis, consisting in the 
obliteration of the internal varices Since every periproctitis is 
preceded b) thrombosis of an external, or more rarely, an internal, 
\anx, the prophylaxis is continued by incising and emptying the 
clot as soon as it forms If the clot can be remo\ ed before it becomes 
infected, pen-anal abscess will be avoided The procedure must be 
combined with injections to compress all the reins not yet thrombosed 
and all possible steps must be taken to avoid portal stasis If a 
thrombus is already infected, incision must still be practised The 
incision should not be large and, most important of all, should be as 
close to the anus as possible The farther the incision is from the 
anal margin, the more troublesome the resulting fistula is likely to be 
E.var<f yiAvwA. utb/i bias, i has, kasmansb/zu is. , 

because the abscess is in reality a suppurating varix It follows that 
all such cases must be giv en ‘ vein-compression ’ treatment A careful 
history in cases of peri anal abscess will usually reveal other symptoms 
of rectal varicose disease 

Blond, at a meeting of the Gesellschaft der Aerzte at Vienna on 
June 8, 1934, suggested for the first time that the term ‘ fistula-m ano ’ 

6 
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should be replaced by the more scientific term chrome snppuratne 
anorectal thrombophlebitis Gant defined an anal fistula as an ulcerous 
track with two orifices and without granulations , one opening is on 
the skin near the anus and the other is in the bowel The weakness 
of this definition is at once made evident if a fistula is studied radio- 



fig li } — Radiograph of a branching fislilj alter three opera 1 1 an 


logically with the help of the quinine-iodine paste developed by the 
author and used for both the studv and the treatment of these freely 
branching channels (Figs 19 20) No more satisfying than the 
above definition are the theories hitherto advanced to explain the 
origin of fistula, and treatment has never been based upon an) 
clear understanding of the pathology 
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Rotter, discussing the therapy of anal fistula, declares that 
surgery has not jet solved this important problem satisfactorily 
Tietze, of Breslau, who contributes the chapter on anorectal diseases 
in kirschner-Nordmann’s Handbuch fur Chtrurgte, sums up all the 
attempts to explain the poor healing of rectal fistulae with the words 
“ Why do not fistuhe heal J The answ er is simple w e do not know ” 
Gant stated quite clearly that “ the aetiology and pathology of peri- 
proctitis and abscess do not differ essential!) from those of fistula , 
because the latter is a result of the former conditions " Nevertheless, 
Gant accepted the common belief that peri anal abscesses are formed 



Fig o — lateral \ lew of the fUtula sh «ti in Fi( ig 


by the tracking of pus downwards from above Now though there 
are many allusions in the literature of the past hundred years to the 
idea that peri-anal abscesses owe their origin to suppurating piles, 
this not wholly incorrect observation has been too little heeded 
m more recent times, and it has never been subjected to critical 
examination 

What is actually meant by ‘ suppurating piles ’ ? The term 
‘piles’ refers to the varicose, dilated, anorectal veins from which 
bleeding occurs, situated at the anus, or higher up in the rectum 
Now even though blood flows slowly m varicose veins, yet it is fluid , 
and if such fluid blood became infected the result would be a 
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septicemia Yet in the vast majority of cases this does not result 
In other words , the sequence must be, tiot infection of a tarn but of a 
previously thrombosed vartx Thus the term ‘ suppurating piles ’ is 
misleading Better names would be suppurating thrombosed tarn, 
or acute suppurating thrombophlebitis of the luemorrhoidal terns 

Regarded thus, the clinical course of the lesion is easy to under- 
stand For example, if a small thrombosed vari\ at the anus 
suppurates and discharges spontaneously, the result is an ulcer — the 
so called fissure, better described as acute marginal suppuratne 
thrombophlebitis If a similar thrombosed varix above the le\el of 
the sphincter should become infected, the superficial part of the vein 
wall necroses in the same way, and the clot separates bv suppuration 
Proctoscopy at this stage will reveal an * internal blind fistula dis- 
charging pus In the course of a few days a larger area of vein wall 
is destroyed, and the opening comes to resemble a more open ulcer, 
which with its elevated edges is very much like those seen at the 
mucocutaneous junction Such ulcers situated above the sphincter 
may produce almost the same symptoms as ' fissure , name!}, pain 
made worse by defalcation They are quite wrongly referred to as 
'stercoral* ulcers When such a high lying thrombosed varix 
becomes infected and suppurates, clotting is not confined to the varix 
but spreads along the whole vein until the entire set of vessels from 
the main trunk down through the branches to the capillaries is shut 
off from the circulation Thrombosis may spread through the anas- 
tomosis between the superior and inferior hemorrhoidal plexuses 
and reach an area of the anal skin Thus a course is marked out 
which the infection may follow, and this is reflected in the 
symptomatology of the complaint, the patient complaining for 
some days before the appearance of the peri anal abscess of i stnsi 
tton of heat and pain in the rectum During this interval rectal 
examination is already very painful, and proctoscopy impossible 
without anesthesia 

Recently the author had the opportunity of watching the progress 
of a case of this sort The patient, a man of forty came one da\ 
complaining of severe pain in the rectum Digital examination 
revealed a thrombosis high up on the posterior nail (As these 
patients cannot tolerate digital examination much less proctoscopy 
our procedure is to insert a well -lubricated rubber citheter into tht 
anal canal, closing the open end with a damp, 10 cc of a t per 
cent procaine solutton is then injected through the catheter and 
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allowed to run into the rectum like a miniature cljsma After a few 
minutes full examination becomes possible ) In this particular 
case careful proctoscopv plamlv disclosed the vanx on the posterior 
wall, and two large tributaries passing upwards to enter it Four 
da\s later he dev eloped a high temperature The next daj a peri- 
anal abscess appeared on the left side, and within twenty -four hours 
of this a second abscess appeared on the right We were in fact 
dealing with a typical horseshoe thrombosis which had given rise to 
s\ mmetncal abscesses and ultimate!) to a classical horseshoe fistula 
(Ftg 21) 



We have several times been able to demonstrate by means of 
the side window proctoscope the bluish black and extremely sensitive 
thrombosed vanx before softening of the infected clot has occurred 
If the illumination is good, it may sometimes be observed that the 
mucosa over the vanx is discoloured and ulcerated, with the vein 
wall already showing through at one spot Very likely it is here that 
infection makes an entry when defascation occurs These patients 
are generallj constipated and it is easy to believe that the scybala 
may damage the alreadj necrotic mucosa The so called ‘ stercoral ’ 
ulcer is nothing more than the empty, open vein after the exposed 
part of the clot has been expelled 
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The majority of surgeons belie\e that a pen anal abscess starts 
from a focus in the submucosa, and travels downwards towards the 
anus under the mucosa, the lymph-channels playing an important 
part in the spread This erroneous conception is to blame for the 
nomenclature and classification in general use, which is as follows 
(l) Subcutaneous abscess , (2) Submucous abscess , (3) Incomplete 
external fistula , (4) Incomplete internal fistula , (5) Complete fistula 

This somewhat primiti\e classification has been brought con 
siderablj nearer the facts by an observation of Moskowicz ‘ Even 
if there are only one or two external openings, there will often be 
extensive fistulous channels deeply, which may extend in a circular 
fashion round the rectum ” Incomplete fistula:, according to the 
same writer, are m fact as a rule complete, but the internal openings 
may be hard to find with a probe 

These differences of opinion are easy to understand The 
majontv of writers have in mind only one stage at a time of the 
thrombophlebitis, and have never tried to relate it to anv other stage 
But there are several stages in the process the acute peri anal inflam- 
mation may be seen while as yet there is no opening it mav then 
be converted into an “ incomplete external fistula cither by incision 
or by spontaneous rupture Or an internal incomplete fistula 
may result if the suppurating vanx bursts into the rectum Finally, 
if rupture occurs in both situations, a ‘ complete fistula 1 will be the 
result 

Again, the stages may be observed in those cases which are 
healing spontaneously If the inner end happens to heal first an 
incomplete external fistula is left , on the other hand if the pus 
drains more readily through the inner opening this may remain 
open longer, so that an internal incomplete stage is passed through 
Moreover, a gi\en state of affairs may become reversed during healing 
a temporarily obliterated external opening may begin to discharge 
again, while the internal orifice in turn dries up This mav happen, 
for instance, if the infection flares up in some branch vessel which has 
not yet become obliterated If such a vessel happens to he nearer 
the outer end of the tract, the external opening will commence to 
discharge after an attack of focaf pain 

A study of the radiographs in Figs 19 and 20 will at once reveal 
that prevailing ideas of the nature of fistula must be incorrect 1 he 
branching shadows at once suggest veins The symmetrical distnbu 
tion on cither side of the bowel cannot be explained awav as a sort 
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of tubular abscess made by pus ‘ tracking ’ from a submucous focus 
This latter rather haTV concept has been fostered by the fallacious 
diagrams which are unfortunately found in all text-books Ftg 22 
is an example, and the fallacy is that, although in such a sectional 
representation any submucous collection of pus must appear tubular, 
no reason is supplied why in actual three-dimensional fact the 
abscess should retain this shape To put this in another way, an 
abscess lying in a tissue plane will tend to appear linear in cross- 
section If such an abscess is pictured spatially, however, it will be 
seen that the diagram furnishes no reason whv the pus should not 
spread out laterally m its submucosal tissue plane 



It is quite impossible to accept the current \ lew that a submucous 
abscess situated above the sphincters, after spreading freely in the 
loose submucous connective tissue, tracks downwards as a narrow, 
clean-cut tube, perforates the perineal fascia in this tubular form, 
and then spreads widely in the subcutaneous tissue It is still more 
absurd that such an abscess should suddenly, in the form of a narrow 
tube, track upwards or sideways in defiance of gravity A glance at 
a radiograph of a fistula of this type is enough to show the unten- 
ability of these ideas Comparison with the anatomical distribution 
of the veins clearly demonstrates that the symmetry of the horseshoe 
fistula or of the V-shaped or Y shaped fistula is only to be satisfactorily 
explained by accepting their venous origin They are branching 
veins which have first become excluded by thrombosis from the 
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general circulation, and then infected The widely held view that 
gravity can cause a submucous abscess to track downwards so forcibly 
that it pierces the perineal fascia must be abandoned The mucous 
membrane under which the abscess is alleged to have been produced 
by trauma (from a foreign body such as a bone fragment or a fish 
bone) would obviously be weakened, and would certainly give wa> 
long before the intact perineal fascia, which is some distance off, 
and connected with the original abscess by a narrow channel only 
It cannot be maintained that the fascia too is damaged by the foreign 
body * In brief, the pus would find its wav much more readily into 
the bowel than create a long track past the sphincter and through the 
penneal fascia 

Similar conclusions may be reached by reasoning from known 
facts in this way Thrombosis is known to occur in varices below 
the sphincter, and the thrombi may undoubtedh become infected 
Now since the same kind of \anx may be found above the sphincter, 
what happens when the same process of thrombosis and infection 
occurs in this situation 5 ^et nowhere in the literature has this 
question been clearly put, much less answered 

For periproctitis and peri anal abscess it would be more accurate 
to substitute the term acute suppuratne anorectal thrombophlebitis , 
and for fistula, chronic suppuratne anorectal thrombophlebitis A 
number of facts, previously puzzling, are now readily explained The 
poor healing qualities of fistula?, for example may be considered 
Fissures and fistula?, it should be noted, share this quality The 
constant movement of the sphincter, by making rest of the ulcer 
impossible, has been blamed for this, and at first sight this seems 
a reasonable explanation, for it can be applied equall) well to fistula 
and fissure But if a few drops of quinine solution are injected 
beneath the fissure or if the latter is deepened a little with the cautery 
or diathermy, it will heal quite quickly, although the sphincter 
remains as before It should be noted, too, that fistula situated at 
some distance from the sphincter heal even more slowly than those 
closely adjacent to it Fistula; elsewhere, as on the abdominal wall 
heal quite well in spite of the constant movement resulting from 
breathing Another reason for the delayed healing sometimes 
advanced is the rigidity of the walls of the track, together with the 
fixity of the boundaries of the pelvic outlet in which it is situated 
Though this seems plausible, the following are serious objections to 
its acceptance 
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1 A fissure has the same bad healing powers, even though its 
walls maj not be rigid 

2 A sacral fistula, although it has rigid walls, will heal quickly 
if the epithelial lining is removed b) excision or cauterization 

3 The rigid pelvic outlet does not delaj healing of an anal 
fistula if the track is excised , the fistula does not again become 
fibrous and rigid 



tl" — Ridmgrai h shiming 'ant with tt\ fi tula tricks anil a sec n Jar\ 

brand) Vrr \ss indicate right and led | art^ oi tract respecmels 

4 Extensive penneal wounds, as in Kraske s operation, heal 
quite normally, and do not become fibrous and chronic 

Thus all explanations of this phenomenon previously advanced 
have, as Reiche and Tietze remark a trumped-up look On the 
other hand, the problem ceases to exist once it is agreed that fissures 
and fistuUe are suppurating remains of veins They do not heal 
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because the infected xetn wall cannot produce granulations If the 
fibrous wall is once destroyed whether with scalpel chemical or 
cautery healing follows at once The same applies to sacro coccygeal 
dermoid sinuses which may persist for many years with no sign of 
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healing but close at once if the epithelial lining is completch 
destroy ed 

Consideration of a radiograph of a fistula will demonstrate tin. 
following points (see Fig 19) Branching channel are seen exhibiting 
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a certain degree of symmetry The space between them is that 
occupied by the bowel itself and the lipiodol has passed through the 
internal opening into the rectal ampulla It will be seen that the 
tracks become larger in calibre as thev ascend In Fig 19 localized 
dilatations or varicosities of the upper parts of the tract are clearly 
to be seen If this were a gravity abscess surely the lowermost 
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part of the tract would be the widest because the weight of the pus 
would be the cause of the tracking of the abscess The onlv 
structures wh ch have the characters described — namely symmetrical 
distribution about the rectum branches and a calibre greater above 
than below — are the veins The other radiographs (Figs 23 24 
25 26) are additional proof of the view that fistulous tracks are 
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suppurating remains of veins Study of thrombophlebitis in other 
parts of the body increases the probability of its truth to virtual 
certainty 
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4 As histological examinations of thrombophlebitis from other 
parts of the body have shown, the affected vein wall mav be altered 
beyond recognition by the suppuration 

5 Benda has shown that suppuration of vein walls may cause 
extensive destruction of the smooth muscle and elastic tissues 

6 Rokitansky has shown that the mtima and the valves disappear 
■very early in the disease 

The V-shaped and Y-shaped fistulse which surround the rectum 
horseshoe fashion have as a rule only one internal opening although 
the external openings are frequently multiple This is another point 
in favour of their venous origin, for at the anus the veins are small, 
numerous, and branching, but as they ascend in the rectal wall they 
unite into fewer and larger vessels 

The poor healing qualities of a fistula are quite unlike those of 
an ordinary abscess, for many surgeons open an abscess m the pouch 
of Douglas through the rectum, yet the fistula thus artificially produced 
closes with astonishing rapidity We cannot recall a single case m 
which an abscess so drained has resulted in a chronic fistula, although 
we have adopted the practice for years Moreover, in Professor 
Budinger’s department of the Vienna General Hospital the method 
has been used for very many vears with excellent results, these 
abscesses have outstandingly good healing powers 

In the great majority of cases of fistula the external opening 
lies close to the anus , that is, where the venous plexus is composed 
of very small vessels This fact in itself is enough to suggest that the 
formation of the fistula may be connected with the venous network 
At the external onfice there may often be seen a small raised button 
of granulation tissue If pressure is applied, especially in old fistula:, 
a bead of fairly thick pus may be squeezed out These buttons of 
granulation tissue have often been regarded as an indication of a 
tuberculous lesion Though this supposition has often been put 
forward and supported by more or less valid arguments, it cannot 
be regarded as proven Among our own cases we have seen many 
tv.mcal .granulation buttons -in cases of J 5 stute an Jbnaltb,v ymiqg ^latienls 
fistulse which were certainly not tuberculous and which healed readily 
with injection treatment On the other hand, among patients seen 
at the tuberculosis department of the Vienna Municipal Hospital, 
we have often seen fistulas whose external openings had a ragged 
undermined edge strikingly different from that seen in healthy 
patients The character of the pus in a tuberculous patient is also 
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different it ts clearer and more watery Nevertheless we do not 
believe that in these cases the fistula is primarily a tuberculous mam 
festation \\ e cannot exclude the possibility that in phthisical patients 
with low resistance and with tubercle bacilli present m the blood 
(fistulas being as we think altered vascular structures) secondary 
infection with tubercle bacilli may occur and lead to alterations m 
the appearance of the fistula In the same way a fistula or fissure 
in a syphil t c patient maj take on all the characters of a syphilitic 



ulcer (Figs 27 28) It must be made clear that the outer opening 
of a fistula may even in a healthy individual have, undermined edges 
When searching for the internal opening with a probe one some 
t mes has a clear impression that the po nt of the instn ment enters 1 
cavity Sometimes the probe cannot be made to emerge through 
the internal opening even though the latter las been clearly seen 
proctoscopically after methylene blue injection (Fn,s 29 30) 1 lie 

reason for this is that the actual open ng lies m a small tr b itarj or a 
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\ancose saccule, while the probe follows the main track of the fistula 
The dj e, on the other hand, which fills all the branches of the tract, 
easilj finds the internal orifice The custom among earlier workers 
was to demonstrate the opening by injecting milk into the fistula 
In the customarj classification of fistuhe as subcutaneous, sub- 
mucous, ischiorectal, and pelvic, the commonest form is the sub- 
cutaneo submucous In other words, fistulas comparativelj rarely 
transgress the sphincters In our experience, the more complicated 
fistulze which involved the sphincters have invariably been seen in 
patients who had already been submitted to operation — some as many 
as five times Doubtless, too, in the production of ischiorectal 
fistulze, the vvronglv conceived treatment of peri -anal abscesses has 
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played no small part The tendencj to make surgical treatment as 
radical as possible in order to avoid recurrences leads in fact to an 
increased number, even with simple mucocutaneous fistulaj and 
a spread occurs to adjacent veins connected with the inferior hemor- 
rhoidal plexus Melchior claims that 10 per cent of all fistulze are 
ischiorectal , Rotter, 20 per cent 

There can be no doubt whatever that spontaneously developed 
pelvic fistulze are extreme!) rare Our own expen ence, using the 
proctoscope and methylene blue for diagnosis, leads us to believe 
that more than 95 per cent of all spontaneously developed fistula are 
of the stmple subcutaneo-submucous type, the internal orifice I) mg just 
above the sphincter, which is not involved The natural cure of a 





g6 HEMORRHOIDS AND THEIR TREATMEN' 


fistula is by perforation into the bowel the situation of this 
perforation should be taken as a hint that extensive operations 
especially those involving the sphincters are to be avoided Even 
spontaneous horseshoe fistula with their symmetrical openings on 
either side of the anus in the gluteal regions do not involve the 
sphincters The mam channels are submucosal and reach the 
exterior, without penetrating the muscle by vessels running parallel 
to the surface 
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The poor healing qualities of fistuke have also been explained as 
due to constant reinfection of fbe track from the bowel This view 
must be incorrect because — 

1 T tssures exhibit the sarne chromcity 

2 A fissure will heal rapidly if deepened with the cautery in 
spite of the increased possibilities °f contamination 

3 An incomplete external fistula whose inner opening has quite 
healed so that there is no question of infection from the bowel has 
exactly the same qualities 

4 Deliberate wounds as for example after removal of polvpi 
heal rapidly 

We cannot confirm that fistulae occur more frequently in men 
than m women and cannot subscribe to the view that the more 
supple female pelvic floor causes fistulx to heal more readily in women 
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than in men In our experience both sexes exhibited the same 
chromcit) if no treatment was given Melchior discussing the 
clinical material at the Breslau clinic states that 60 per cent of the 
fistulte were tuberculous In this connexion it should be noted 
that the cases he reports had not all been personally observed by him 
He makes use of material accumulated at two clinics during twenty 
tears The author himself admits that the records were very in 
adequate and that the response to the questionary upon which he 
relied was meagre 



In the last five years we ourselves have treated 200 cases of 
fistula and of this number less than 10 per cent raised an) suspicion 
of tuberculosis To study the problem of the supposed tuberculous 
fistula vve examined 200 phthisical patients from the tuberculosis 
department of the \ lenna Municipal Hosp tal and the results of 
the exam nation were compared with those from 200 out patients 
at Prof Schonbauers clinic Patents were chosen who came for 
treatment of a hernia or fracture Of the phthisical patients we 

7 
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chose only such as had positive sputum tests There were 120 men 
and 80 women, and the age incidence is shown in Table 1 


Table 1 — Ace Incidence or Control Gbolp 
(200 Phthisical Patients) 


AO* G*oif 

| So or Cases 

20-29 jears 


3»-34 

1 2b 

35 39 


■1 o-4-l 

23 

45-49 

1 29 


iS 

Over 60 vears 



The average age of the tuberculous patients was lower than 
that of the controls, as was to be expected from the nature of their 
respective diseases Of the 200 tuberculous patients, 10 had suffered 
from fistula-tn ano In 3 of these cases the fistula: had healed 
spontaneously In the 100 routine out patient cases 3 fistuke were 
found Hence, there was no great difference in the incidence in the 
two groups It must be emphasized that the phthisical patients in 
this series included many serious cases, some w ith advanced cachexia 
In our view, histological examination of a fistulous track, even if 
it is positive, is not absolute proof of the pnmarj tuberculous origin 
of a fistula even less so is animal inoculation, because the patient's 
blood may have contained tubercle bacilli, and since the fistula: are 
vascular in origin they may well have become secondarily infected 
Tavel expresses the belief that anal fistula: develop from the 
so-called sinuses of Hermann In 1878 Chian described the mucous 
pouches of Morgagni s sinuses and considered that inflammation of 
these pouches could be the starting-point of a fistula Tistuke with 
epithelial linings, as described by Meisel and Bartholdv, are rarities 
They undoubtedly occur and the epithelium is probably denied bv 
ingrowth from the extremities of the track The typical fistula 
almost without exception begins as a pen-anal abscess which has 
developed from a thrombosed and infected hemorrhoid In other 
words, whenever a fistula is present, hemorrhoids must also exist 
When the abscess ruptures a track is left through which feces or 
gas may escape 
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CHAPTER X 

TREATMENT OF FISTULA 

Anal fistula: are described in the earliest medical writings Hippo 
crates and Celsus recognized and treated the condition Hume, in 
1422, in his History of England, mentions the fact that Henry V 
suffered from a fistula, but that the royal physicians were unable to 
cure it Jean Astruc, m a Latin dissertation written in 1728, 
declared that the physicians of his day knew little or nothing about 
the complaint 

In the se\enteenth century the treatment of fistula was barbarous 
Its aim was to cut out not onlv the fistula and its branches, but the 
rectal wall, and to cauterize it with a hot iron or corrosive chemicals 
Most of the patients died of pyaemia, and those who survived were 
left with incurable incontinence or stenosis Hence the operation 
was greatly feared and physicians devised all sorts of other treatments 
in order to avoid it Esmarch has written about the illness of 
Louis XIV, telling us that the king’s terror before his operation was 
inspired by the bad results he had seen in others It was only after 
he had had all known remedies tried out on those of his subjects who 
suffered from fistula without any success that m 1686 he finally agreed 
to submit to operation for his own relatively simple fistula For 
that operation his first surgeon, Felix, specially invented a com 
bmed probe and knife Afterwards many of the king’s subjects 
were operated upon with this same ‘ royal bistoury ’ The opera- 
tion consisted in simply splitting open the fistula 

In 1887 Greffrath wrote a detailed review of the operative 
treatment of fistula The cautery, he says, was well known and used 
«v vncKsvt tuwes Ivwcres&wvgVy enough, Celsus advised the injec- 
tion of irritants if the fistula was too extensive for surgery During 
the Middle Ages caustics were very popular These remedies were 
applied by means of a knotted string Vigo, as an adjunct to the 
treatment, used a laminaria dilator Dioms who also has left a 
description of Louis XlV’s illness, states that in Pans physicians 
used to destroy the fistula gradually with bluestone, starting at the 
external orifice, in such 2 way as to convert the fistula into an open 
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wound Herzberg at that time used a corrost\e sublimate paste, 
while Dzondi recommended caustic alkali Copper sulphate, and 
nitric acid were employed by Fabncius of Aquapendente, by Mar- 
chetti, and by Fallopia Albukasim introduced the hot iron m the 
therapy of fistula Bomet, of Pans, reported in 1853 good results 
from the use of tincture of iodine as an obliterating agent Cooper 
reported two successful cases m which he had obliterated the fistulous 
track with a mixture of corrosive sublimate, limewater, and port wine 
In 1844 A Mayer devised the technique of subcutaneous division 
of both external and internal sphincters, the object of which was by 
abolishing the sphincter action completely to prevent the accumula- 
tion of pus and feces at the inner opening of the fistula 

Excision and extirpation of the fistula were described and 
practised even in the time of Celsus Excision was carried out by 
passing a flattened and grooved probe along the fistula into the 
rectum, the point being then brought out at the anus The tissue 
between the fistula and the bowel was thus put on the stretch, and 
excised by making two parallel cuts on to the probe French sur- 
geons had a way of excising the fistula with a pair of polyp-shears 
The fistula was seized between the mo blades of the shears and 
excised Hugo of Lucca, Fallopia, and Petit all used a method of 
partial excision Laying open the fistulous track was a method 
praised by Hippocrates and Galen and their pupils because of its 
relative simplicity and quickness For the purpose Galen used a 
special instrument, the sj nngotome, which ivas a pointed and curved 
knife The royal bistoury with which Felix operated upon Louis 
XIV was really a modification of Galen’s synngotome This royal 
bistoury had at its tip a flexible probe-point During the years 
which followed, this instrument was much modified and elaborated, 
especially by Garengeot, Drummond, Brambilla, and Savigny all 
the improvements being based on the ' gorgeret ’ originally introduced 
in 1664 by Marchetti This consisted of a large grooved sound with 
a handle set at an angle, and fashioned of wood — according to Dessault’s 
description— or of horn so that it would not blunt the point of a 
Knife It was passed into the rectum and received the tip of a small 
grooved sound passed along the fistula Then a knife was slid along 
the fistula and made to cut against the large sound, thus dividing 
the tissue between 

“All these complicated instruments were discarded in 1765 by 
^ Pott He operated with his slightly curved bistoury, with rounded 
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or bulbous tip, an instrument which is still in use to-daj When 
using this, he introduced a finger into the bowel as a guide Voltolini, 
again, advocated the use of scissors, putting one blade into the fistula 
and the other into the rectum The track was then split open b\ 
closing the scissors After Pott had shown that to ensure healing 
it was unnecessary to destro\ all the scar tissue, simple lajing open 
alone sufficing, operative treatment became more generallj adopted 
b) the profession " (Quoted from Greffrath ) 

The ligature method, known in Hippocrates’ time, was re-mtro- 
duced in the Middle Ages bj Dessault A lubricated probe was 
passed through the fistula and the tip grasped b} a finger introduced 
into the rectum The probe was now used to draw a silk thread 
through the fistula The ends of the thread were tied tightly enough 
to compress the tissues it embraced After two or three days, the 
loop which had become slack was again tightened, and this was 
continued until the increasing granulation and scarring healed the 
fistula Later, linen, hemp, and horsehair were tried instead of 
silk, as well as wires of lead, tin, siher, and gold Where the internal 
opening was high up, a modification was to push up through the 
fistula a strand of catgut, so that its end passed into the bowel, and 
then to coax this end out at the anus b> means of enemata Later 
on, various instruments were designed to reach and pull down the 
end of the catgut 

In 1856, the French surgeon Chassaignac e\ oh ed a bloodless 
method of dividing the sphincter, using a crushing clamp or ‘ ecraseur ’ 
In principle this instrument was not unlike the enterotome which is 
now used to destroy a colostomv spur In Esmarch’s opinion “ the 
introduction of the crushing instrument into the fistula was \en 
troublesome and difficult ’ 

The galvanocauterj introduced to surgery b> Mitteldorpf offers 
another method of bloodless operation \ loop of platinum wire 
is attached to a probe and guided through the fistula into the bowel, 
the end being brought out at the anus The two ends are now con- 
nected to a special holder, and b> means of a battery a current is 
passed along the wire This becomes red-hot, and lajs open the 
track Though the technique is practically bloodless, it has the dis- 
advantage of requiring complicated apparatus Esmarch (in Pttha and 
Billroth, 2 a, 125) highly recommends the method, as shown in the follow - 
ing extract “ In those cases where it is wished to a\ oid loss of blood, 
the gah anocauteiy method is an excellent substitute for operation” 
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The first man to take social considerations into account when 
selecting his treatment appears to have been Strohmayer In his 
Handbuch der Chtrurgte (vol 2 ), he w rites “ In dealing with a fistula, 
the choice lies between surgery and the ligature Throughout treat- 
ment by the latter method, the patient can follow his employment, 
which more than compensates for the somewhat longer time taken ” 

Esmarch’s views are “The simplest, quickest, and most 
certain method of cunng fistula-m-ano is by incision Where this 
bolder plan is ruled out by anaemia or debility due to previous or 
coexisting illness, the use of the ligature is the only worth-while 
method ” 

Most of these methods of treatment have now passed with the 
instruments into oblivion The practice of obliterating the fistula 
and the chemicals suited to the purpose, so well understood by the 
ancients have been totally neglected by present-day surgeons For 
this, the teaching that surgical treatment is always satisfactory is 
largely responsible Thus Strohmayer, writing upon the question in 
his Handbuch der Chirurgie (1851) teaches Injections into the fistula 
and cauterization should no longer be used ” He had he says seen 
serious misadventures result from these methods Nevertheless, the 
unprejudiced must admit that no misadventures could be worse 
than those which were apt to follow the often barbarous procedures 
of the older surgeons, with their terrifying mortality All the same 
there must have been certain definite reasons why the obliteration 
treatment was put aside and forgotten and among them were 
probably the considerations that success or failure of the treatment 
depends upon — 

1 The choice of chemical Thus zinc chloride is useless but 
quinine may be used successfully 

2 Its dosage (Though £ gr of morphia is a useful remedy an 
overdose may prove fatal ') 

3 The manner and site of its application, just as curari though 
a poison if given intravenously, may safely be given per rectum 

It was simply because these facts were not fully appreciated by 
older workers that the obliteration treatment fell into discredit We 
might illustrate this by an analogy with the early days of \ ray 
therapy if the early workers had had the modem powerful apparatus* 
at their disposal, their primitive experimental attempts might have 
been so disastrous as to lead to the abandonment of the method 
Fortunately, the pioneers of radiology had such relatively poor tubes 
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that e\en though in some cases the) treated patients for hours at a 
time their results were tolerable enough to warrant continued effort 

In the case of the present author it was the bad results of 
surger) which had the effect of turning his attention to a simpler 
method There are, Reichle and Tietze claim, fistulas so extensive 
that a cure can onf) be effected b> extirpation of the rectum, but 
such cases are probably not spontaneous fistula but the result of 
lU-conceiv ed operations 

The two most important operative methods nowadays are 

(1) Splitting open the fistulous track , and (2) Extirpation of the 
track The former is performed under local anaesthesia The 
sphincters are stretched and the track laid open along a probe 
The wound is cleansed, bleeding stopped, and the cavit) plugged 
The patient is placed on a fluid diet and given opium for two or 
three da>s An aperient is then given The plugging may need to 
be changed under general anesthesia Incomplete external fistulas 
are converted into complete ones by making the point of the probe 
penetrate the bowel wall Now though this treatment m the simple 
submucous t)pe of fistula ma> be carried out without damaging the 
sphincters, and though it is in general relatively free from danger, 
vet in those cases where the inner opening lies high above the 
sphincters the procedure may become not only difficult but danger- 
ous We hav e seen, too complete incontinence result , and some- 
times recovery has been very protracted and complicated by terrible 
infection almost fatal in its severity Smith and Lange of New York 
described in 1886 a combined splitting open and excision technique 
with suture Their method was adopted and modified by Sendler, 
Rotter, komg and Von Hacker We consider that the method of 
Konig and Von Hacker is only applicable to rare cases because (i) 
It cannot be used where there are a number of branching channels 

(2) The internal opening is situated in a suppurating varix and stitches 
here are prone to cut out , (3) It is impossible to avoid tearing older 
and tougher fistula: which results in incomplete removal How 
far surgery falls short may be gathered from a consideration of the 
elaborate methods of Moskovvicz He opened up the fistulous 
channels widely and endeavoured to cover the raw areas with skin 
flaps, but m spite of this recurrences still took place We have seen 
cases in which there were more external openings after this opera- 
tion than before It would seem that the more ambitious the 
intervention, the less chance there is of quick and sound healing 
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INJECTION TREATMENT 

During the last four to five years we have treated 200 case& 
of fistula with injections, and we consider this treatment much more 
sound in principle than operation We do not imply that in 
favourable circumstances a simple incision may not be the quickest 
method, but no definite rule can be laid down, the choice of method 
being largelj a matter of experience The technique is based on 
the following facts — 

1 Fistula in-ano is a suppurative thrombophlebitis and usual!) 
affects a group of anastomosing veins These veins by previous 
thrombosis have been shut off from the circulation 

2 The underlying cause of the fistula is the hemorrhoids 

It follows that the treatment of fistula must begin with the treat- 
ment of the hemorrhoids, for as has been stated there are alwavs 
high varices tn these cases If a beginning is made with the ‘ vein 
compression ’ of the varices of the middle and inferior hemorrhoidal 
areas, it will be found that man) fistula.-, even chronic ones, will dr) 
up without further treatment Often three to four sittings will 
suffice Tistule which have never been interfered with b) surgeiy, 
but are entirely spontaneous, respond best of all Fistule with 
free discharge often show stnking improvement, especially if the 
varix in which the fistula originates is becoming compressed The 
fistula ma) become quite dry As a rule, however the fistula does 
not close spontaneously even after the course of injections has been 
completed In those cases which have been operated upon (ie, 
recurrences) it is essential to make out accuratel) the extent, course, 
and length of the main track and its branches The most resistant 
type is the recurrent external incomplete fistula with rigid walls 

The examination of a case is conducted as follows The typer- 
tonus or typertrophy of the sphincter may make the examination 
difficult and as no unnecessary pain should he caused, it is best not 
to attempt too much at the first sitting With sensitive patients it is 
advisable to run into the rectum 10 cc of a 1 per cent procaine 
solution before proctoscopy However, even before endoscopic 
examination, the position of the internal opening may sometimes be 
asn.erta.'.OA'i ux or/i of tJwt ways. If the lubricated forefinger 

is passed into the rectum, it m 3 ) discover the small indurated area 
or the little depression indicating the site of the inner opening The 
opening should not be sought above the pars sphinctenca , it usual!) 
lies not more than two to three centimetres from the anus If the 
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opening has been thus located, a soft, flexible, olive-ended probe 
may be introduced through the external opening and readily guided 
into the bowel Where these manoeuvres are not successful, an 
injection of methylene blue (i c c ) or hydrogen peroxide may be used 
to show up the inner opening The injection is given with a needle, 
the point of which has been removed in order to avoid transgressing 
the wall of the fistula After the injection, all the varices connected 
With the fistula will be seen through the proctoscope bright blue 
against the pink mucosa On rotating the instrument the blue dye 
will be clearly seen flowing from the inner opening Even where 
there are several outer openings, the internal one is usually single 
and is connected with all of them The solution will reach the 
common internal opening if injected into any of the outer ones 

A clearer idea of the course of the fistula may be obtained by a 
radiograph For this purpose we make use of a paste, put up in 
tubes, containing lipiodol and 20 per cent quinine At body 
temperature this slowly melts and enters all the fistulous tracks The 
paste serves a double purpose it gives a good X-ray picture and at 
the same time starts the obliteration of the fistula 

The extent of the fistula having been satisfactorily determined, 
the treatment may be commenced After testing the patient for 
idiosy ncrasy to quinine, 05 cc of quinine solution may be injected 
into the fistula For this the non-pointed needle is again used Not 
more than two injections should be given during the first week, and 
after this the patient should be treated only once weekly At each 
sitting the shrinkage of the internal varices can be observed As a 
rule it is best to give the submucosal injections before beginning the 
treatment of the actual fistula Even after the third treatment in 
many cases the pam will go and the patients feel much improved 
One patient who had had a chronic fistula for years, with so much 
discharge that he had difficulty m keeping himself clean, put on 
15 lb in weight after the first few treatments In resistant cases, 
and where the discharge is scanty but thick, it is helpful after three 
or four treatments to curette the channel with a long, sharp, flexible 
spoon While this procedure would be very painful if not impos 
sible during the first stages, it is well tolerated later on and produces 
no discomfort 

After the first treatment, fistula behave in the same way as 
fissures It will be remembered that for the treatment of fissures 
a Jocal amesthetic is necessary for the first injection, while 
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subsequently the fissure becomes almost complete!) insensitive This 
applies also to fistula; It may be desirable to prolong the action 
of the injection on the walls of the fistula , and the solution may be 
prevented from escaping at once by placing a small pad on the 
external opening while the internal is controlled by pressing with 
the left forefinger ui the rectum Where the fistula is incomplete 
the pad may be retained m place with adhesive tape Nevertheless 
the solution can act only for a very short time on the fistula walls, 
and for this reason we have adopted the quinine paste in difficult 
cases We have had constructed for the purpose a fistula svnnge 
similar to those formerly used by dentists in the treatment of dental 
sinuses ( Fig 31) The piston is removed and the syringe filled with 
the paste, the piston is then replaced The syringe has a short, 
conical, screw-on nozzle which when introduced into the fistula. 



Fig 31 — Blond s paste syringe lor the treatment of fistula 


entirely blocks the opening The nozzles are available in various 
sizes 

When treating bad fistula: with extensive arborizing channels 
both doctor and patient must have plenty of patience Usually one 
treatment a week is sufficient Sometimes it happens that the 
external opening closes very rapidly, before the side-tracks have 
become clean and healed In such cases after apparent closure, 
there may be sudden onset of pain in the region of the fistula which 
reopens and begins to discharge again If the track is explored again 
with a probe it may now be found to run in a direction different from 
the original This is because the previously patent track has become 
obliterated while another branch has opened up Tor example, 
the fistula may be Y-shaped and one limb may be obliterated by 
treatment before the other If the internal opening was by way 
of the obliterated limb, the result is now an incomplete fistula the 
remaining limb ending blindly in the soft tissues In general, how- 
ever, once a fistula begins to heal, it will close permanently Nor 
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is it necessarily an unfavourable sign if a fistula temporarily reopens 
during treatment 

Although the results of this conservative treatment are excellent, 
there are certain cases where a cure is more rapidly obtained by a 
simple laying open of the fistula Short tracks, especially those at 
the posterior commissure, which are partly epithelial ized either at 
one end or the other, do not call for obliteration therapy The best 
treatment is as follows They generally open below the sphincter, 
1 to i£ cm from the anal margin, and they may be treated by inject- 
ing a few drops around the track , or after anaesthetizing the area, a 
diathermy needle may be introduced into the channel to coagulate 
its walls The diathermy treatment is followed by injection of 
quinine paste The quickest results, however, are obtained by 
laying open the fistula with the diathermy needle This simple, 
bloodless procedure can be performed in the out-patient department 
The left forefinger is introduced into the rectum and the point of a 
flexible sound passed through the track and brought out at the anus 
With the sound in place, a 1 per cent procaine solution is injected 
around the fistula No more than 15 cc need be used The soft 
tissue stretched upon the probe is then divided with the diathermy 
needle This may be done without any loss of blood The track 
is completely destroyed, the probe conducting the current and serving 
to coagulate the posterior part of the wall Most of our patients 
were able to return to work on the day after such an operation The 
result is a smooth wound which is epithehahzed in about a fortnight 
The treatment must always he followed up by proctoscopy, and all 
internal varices must be treated 

We are strongly opposed to operating on old, deep, recurrent 
fistula — the results are uniformly bad A few case histones of such 
patients who had undergone these operations, some by the most 
eminent surgeons, will serve to illustrate this 

CASE HISTORIES 

Case 1 — Mr St was suddenly taken ill in Istanbul m October, 1933, 
with a pen anal abscess This was incised by the surgeon at the Jewish 
Hospital, and before the operation examination of the urine revealed a 
slight trace of sugar At first, the post-operatn e course was uneventful 
On the eighth or ninth day, when he had been given several aperients and 
an enema because he was constipated he suddenly developed severe 
abdominal pain with collapse and paralytic distension Twenty-four 
hours later he had high fever and showed all the signs of a severe 
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extrapentoneal pelvic cellulitis So rapidly did the condition progress that 
incision was considered useless His condition was already so bad that 
the extensive incisions needed would have been very dangerous During 
the next thirtj six hours the cellulitis reached as high as the kidney on the 
right side and then ceased to extend Unfortunately the ileus persisted 
and in spite of the lessening of the inflammation he became steadily worse 
In the hope of relieving him an deostomy was attempted but when the 
abdomen was opened under loial anaesthesia examination showed cods of 



small bowel matted together 
with fibrin in the right lower 
abdomen The operator 
feared that he would open 
into a collection of pus and 
thus precipitate a general 
peritonitis so the abdomen 
was closed without an} 
further interference The 
following night the patient 
by now monbund began 
spontaneously to expel flatus 
Next da> he was better 
and be gradually localized 
an abscess in the right side 
of the pelvis This was 
incised and evidently com 
municated with the retro 
peritoneal cellular tissue 
The patient now made 
stead) progress but three 
weeks later developed a 
left sided abscess which 
fortunatel) opened spontan 
eousl) through the origin il 
rectal incision There still 
remained when he left hospi 
tal an extensive induration 
of the extrapentoneal tissues 
on the right side and a 


moderately large interna] fistula from which pus escaped No reason was 
ever discovered for his misadventures \ftcr his recoverv the glvcosuna 


disappeared 

The patient came to \ienna on January 3 1934 bringing with him 
notes of these happenings The abscess in the right 1 >vver abdomen had 
then recrudesced From January to May he was given short wave dia 
thermy treatment On Nlav 15 his fistula was again operated on and he 
was in hospital for three weeks On January n 1935 he came under 
my care Examination revealed an extensive fistula about eight inches 
long and very large internal piles The latter were first dealt with in a few 
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treatments and during this time the secretion from the fistula pre\ ously 
unusual!) free became progressivelv less Bj the middle of March he 
had recened thirteen injections each of o 5 c c of quinine urethane solut on 
into the fistula and the internal \ances and he was so much improved 
that he was able to undertake a three months business tour 

He noticed furthermore that the colick} pains of biliary origin from 
which he suffered had become less frequent At the beginning of June 
he returned to \ienna and resumed treatment After four more injec 
tions of quin ne paste the fistula finall) healed on Jul) 3 



F 33 — The san e pat ent a n F g 32 af er two months treatment 

Case 2 — Figs 32 and 33 are of a man of 42 who had been operated 
upon in 1924 for a pen anal abscess The incision never completely 
healed but developed into a fistula Though he was sometimes free from 
pain there were per ods of severe d scomfort in the reg on of the fistula 
In 1929 he subm tted to a second operat on After temporary improve 
ment his condition again deter orated markedly He began to get severe 
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pain on defecation, became constipated, and his general condition suffered 
There was also bleeding on defecation The residual fistula discharged 
\erj freeh In 1932 his appendix was removed When he came to me 
on October iS, 1934, there was a typical horseshoe fistula with several 
openings on either side of the anus He has remained under our care 
since then and has gained 15 lb m weight Secretion from the fistula is 
minimal, and he is able to do full work The fistula is entire!) closed 
except for two small external openings 



Fig 34 — Rectal proli|«p alter ipcration for fiMulJ 

Case 3 — P/o 34 is from the case of a dressmaker of 37 She was 
first operated on for fistula in 190S The operation was not successful 
and the fistula continued to discharge for ten jears until in 19 tS she sub 
nutted to a second operation (plastic repair) In 1931 there was a third 
tfpuraAww, :.t ftktck the tmeX ir beeag spftt spe.v treated the 
Paquefin cautery Still it refused to heal 

On September 29, 1932, she was sent to a clinic where after cxamtna 
tion an ‘ anal papilloma ’ was diagnosed This tumour was freely excised, 
and the histological findings were ‘ Papillary tumour The covering 
epithelium is in parts stratified squamous with keratmization There is 
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generalized chronic inflammatory infiltration of the stroma , in places the 
irregular!) arranged cells with abnormal nuclei and many mitoses suggest 
early carcinomatous change " This is therefore an example of carcinoma 
developing in a chronic fistula 

Case 4 — L W, a man of 50, had suffered since 1910 from rectal 
troubles — itching and burning, constipation, and bleeding at stool In 
1911 he was operated on for a fistula in ano, and for a few years he had 
ter) little trouble In 1932 his s>mptoms again became very severe, and 
in that year a second operation and in the following year a third both failed 
to relieve him Latterly he had developed very bad pain on defecation 
There was blood in the stools On June 28, i934» ^e 03016 to me with a 



Fig 35 — \nal region after three fistula operation* in a long standing case 
showing numerous fistulous openings 

suggested diagnosis of anal carcinoma arising m the old scar The suspected 
area was excised, and the histological report was negative There were four 
fistulous openings, numerous scabs around the anus, and a fissure near the 
anterior commissure The fistula discharged thick creamy pus ( Fig 35 ) 
After a few months of treatment the patients condition was much 
improved (Fig 36) and he was able to resume work after years of enforced 
idleness 

Of 200 cases of fistula treated by us 150 are considered healed , 
20 greatly improved with complete relief of symptoms , and the 
remainder were either still under treatment or had failed to complete 
their course A few notes of typical cases are appended — 
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A woman of 52 whose last operation had been in 1918 was found 
to have at her first examination 8 fistulous openings (May 3 1934) We 
treated her until June 30 1934 Follow up examination in November 
showed all the openings healed 

ET a man of 37, came to us on June 2 1934 He had been operated 
on eleven years before for a fistula which was declared to have been tuber 
culous It continued to suppurate throughout the eleven years After 
ten treatments he was discharged as cured on October 4 1934 



S F a man of 40 has pulmonary tuberculosis Six years previously 
Vs. was. wyctaOyi <m fox a. yen anal abscess and he had had a fistula ever 
since The fistula had been unsuccessful 1 \ treated four years later with 
cautery and diathermy He came to me on August 9 1934 an! on 
November 22nd after thirteen treatments the fistula was closed The 
following month it reopened for a time and the patient was given further 
treatment Several injections of the solution and the paste were given 
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and by May 29 1935 the fistula was perfectly healed From that time 
he had no rectal symptoms and gained many pounds in weight The 
sputum still contained tubercle bacilli 

A man of 54 ga\ e a history of a fistula resulting from a pen anal abscess 
in 1927 The fistula had been treated with caustics but without success 
On October 31 1934 he came to me for treatment of a complete fistula 
He was discharged cured on March 18 1935 after sixteen treatments 
(f'£ 37) 



Fig 37 — Sho 11 n fistula healed bv uject on treat nent almost without a sear 

L I a man of 60 came on No\ ember 22 1934 with a diagnosis of 
fistula The track was about ten inches long Treatment continued 
until June 1935 there being thirty eight sessions m all After this the 
long callous fistula was completely obliterated and the patient was dis 
charged, on. lima tiy ujyj 

M M a man of 69 came on May 4 1934 w th a fistula of six years 
duration On May 9 after three treatments the fistula was closed 

H P a woman of 48 came on April 24 1935 with a fistula that had 
been operated upon three years previously On May 29 1935 the fistula 
was healed 

S S a woman of 40 with tubercle bacilli in the sputum came on 
June 28 1934 for treatment of a fistula This was cured in twenty seven 
s ttings 

S 
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A doctor brought his wife, aged 40, to us, to be treated for a fistula 
This had been operated upon ten years before Whenever the fistula was 
closed she suffered from typical biliary colic These attacks were always 
relieved when the fistula reopened and drained She C 3 me under our care 
on June 7, 1934, and on January 22, 1935, she was healed A few months 
later a small new suppurating track appeared, but soon yielded to treat- 
ment By Apnl 19 she was discharged cured 

Dr H F , a lawyer of 43, had been operated upon in 1917 for a pen 
anal abscess Since then he had suffered from a fistula He came to us on 
April 4, 1935, and after five treatments was discharged on May 16, 1935, 
with his fistula healed 

H N , the 66 year old father of a doctor, wrote to his son telling him 
that he was to be operated upon abroad for a fistula The son brought 
him to us in Vienna He came on October 2, 1934, and after fourteen 
treatments was able to leave \ienna on November 3, symptom free and 
healed 

A H , a man of 60, came on October S, 1934, with a fistula for which 
he had had an operation twelve vcars previously He was discharged 
cured after eleven treatments on February n, 1935 

H D , a man of 32, came on August 2, 1934, with a fistula of six 
months’ duration It was healed on October 29 after twelve treatments 
B J , a woman of 44, attended on October 31, 1934 She had first 
been operated upon for fistula m 1926, and since then had had several 
unsuccessful operations She gave a story of attacks of biliary pain which 
always coincided with a lessening of the fistulous discharge She remained 
under my supervision for several >ears Her symptoms after treatment 
became very slight indeed, 3nd the fistula, which was originally about twelve 
inches long would remain dry for weeks together At these times there 
were no biliary attacks The fistula reopened several times after apparent 
healing . on one occasion it was deliberately reopened with a probe 
because the gall bladder pain recurred A thin yellowish secretion drained 
away Although this patient was never completely cured, she was well 
content with the result and gladly attended from time to time for further 
treatment 

A B , a woman of 43, was first operated upon in 1926 and since then 
has had four further operations She came to us on June 8, 1934 There 
were several fistulous openings All these, except one short track, closed 
with treatment Secretion became minimal, whereas it had before been 
purulent and copious During the course of her treatment, a number 
of indurated cords previously palpable, disappeared Eventually there 
remained one soft, external opening, which would scarcely admit the end 
of a probe At this stage the patient unfortunately ceased to attend 

M N , a woman of 29, had submitted to a fistula operation seven years 
before In 1932 the fistula reopened and discharged freelv She was 
first seen by me on May 8, 1934 and was discharged cured after thirty 
treatments in February, 1935 During the treatments the fistula closed 
several times, but had to be reopened because of local pain 
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Onlj brief extracts of the notes hav e been gi\ en, but the) enable 
the reader to distinguish three types of fistula patients (i) Those 
who have ne\er been operated upon for the fistula, which developed 
spontaneous!) from a pen anal abscess that either ruptured or was 
incised , (2) those who had alread) had one operation , and (3) those 
who had had several operations These last are the most resistant 
because tough areas of scar tissue are present, which render the 
obliteration of the vascular remnants difficult 

Patients who after a period of months came bach with a recur- 
rence, seeking further treatment, were e\clusi\ely those who had 
had operative treatment before coming for injections The stud) 
of recurrences is ahva)s of particular interest, because from these 
cases the defects and dangers of a method are learned In this 
instance two facts have become obvious (1) Almost without excep- 
tion, the external openings in these recurrent fistulie are situated at 
a distance from the anus , and (2) Spontaneous fistula arising in a 
pen-anal abscess is the easiest to cure These two observations 
have driven me to the conclusion that it is some mistake in operative 
procedure (of the fistula or the preceding abscess) which is primarily 
responsible for the failure of the fistula to heal A ‘ false route ’ 
in opening the abscess seems to be the chief error The author 
himself has now developed a technique based on this view, and no 
longer sees an) fistula? after opening pen-anal abscesses Since the 
abscess is the potential first stage of a fistula, it is to be treated as 
such It must be incised as near to the anus as possible, and a 
grooved sound passed in , at the point where the index finger in the 
rectum can most clearly feel the point of the sound the latter is 
thrust through the mucosa, and the intervening tissue cut through 
in exactly the same way as with fistula I have alread) mentioned 
that the course is in the great majont) of cases superficial to the 
sphincter The muscle is therefore not damaged by this procedure, 
and the highest point at which the sound is likely to perforate the 
mucosa is onl) 1 to 2 cm above the anus 

Ol the 25 per cent ot fistula: which were not completely healed 
by the author’s method, about a fifth failed to come back for further 
treatment The state of the others was so greatly improved that 
they preferred to remain under mv care In many, closure of the 
fistula for a time (sometimes several months) was secured , it then 
reopened — perhaps in a new place — and began to discharge a scant) 
secretion Yet not one of these patients asked to have an operation 
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they were as a whole well content with what had been achieved 
Sometimes even in these cases surprising successes ha\e been attained 
b) curetting the fistula with a small sharp spoon, filling the fistula 
with quinine paste, and treating the internal varices Recto- 
vaginal fistula: have been found most resistant, and hardly to be 
influenced at all by our treatment This may be attributable to 
their shortness and to their complete epithelial lining 

These patients all tend to put on weight , and to lose the pale, 
subictenc tinge so often present A certain number who, like some 
of the examples just quoted, suffered from biliary symptoms 
volunteered the information that these troubles had cleared up with 
the treatment For man) years the author has concerned himself 
with the study of gall-bladder function (see Bibhographj, p 154), 
and the yellowish colour of the sclera and the frequenc) of biliary 
symptoms in fistula patients has impressed him for a long time It 
is impossible in the space of this book to go further into this subject, 
and the reader who is interested is referred to the papers written by 
the author on the gall-bladder, in which current ideas about the 
functions and mode of emptying of the viscus are subjected to critical 
stud} The bearing of the matter on the subject of fistula is the 
close relation between the disturbances of bowel function and the 
biliary apparatus The same yellowish tinge mentioned as occurring 
in fistula patients maj be observed also in gastro enterostom) 
patients whose stoma is not working well, and in those with gastro- 
jejunal ulcers The author, m a series of papers, lias endeavoured 
to show that so-called 4 vicious circle * after gastro-jejunostomy, 
acute dilatation of the stomach, jejunal ulcer, duodenal ileus, and 
progressive invagination of the jejunal loop through an anastomosis 
into the stomach, are functional disturbances of spastic nature, to 
which portal congestion leads the way 

Increased knowledge of the functions of the portal circulation 
will certainl) lead to a much better understanding of these and nymv 
other pathological conditions of the stomach, gall-bladder, bowel 
and rectum A gastric or duodenal ulcer, an acute cholecjstitis, 4 
rectal ulcer (fissure), and a rectal thrombophlebitis (fistula) maj all 
be close relations, the purely morphological names given to which 
have hitherto led us to think of them separate!) The far-reaching 
effects of portal congestion or stenosis are still imperfect!} realized and 
remain a wide field for future research In the following chapter 
only one of the man) aspects of thts question will be considered 
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THE ROLE OF THROMBOPHLEBITIS OF THE 
HiEMORRHOIDAL VEINS IN THE AETIOLOGY 
OF BILIARY DISEASE 

If it is accepted that anal fissure, anal fistula, and pen anal abscess 
are all results of thrombophlebitis and infection occumng at the 
junction of the portal and the caval \enous systems, there naturally 
calls for consideration the question of what effect this infection may 
have upon the organs to which the portal blood flows, namely, the 
liver and the biliary tract 

The following speculations hate been stimulated in the authors 
mind by his obser\ation of some 200 cases of fistula and se\eral 
hundred cases of fissure It has not infrequently happened that a 
fistula during the course of treatment by sclerosing liquids and pastes 
will dose for a time, only to reopen and drain again Occasionally 
such a closure (and this applies also to spontaneous closure) is the 
signal for a typical attack of what appears to be biliary colic These 
pains recur at mtenals as long as the fistula remains closed, and 
disappear when it reopens Another observation is that patients 
who hate been subject to biliary symptoms have lost these as the 
fistula gradually healed under treatment These apparent coinci- 
dences were noted often enough to lead the author to suspect some 
interrelation between the two complaints 

It has been pointed out that closure of the external opening of a 
fistula may be accompanied by shivering attacks This suggests some 
synchronous invasion of the portal system by bacteria 

Now there is a good deal of evidence to show that biliary disease 
is intimately connected with infections of various kinds Thus it 
is well established that the causal organisms of typhoid and para- 
typhoid are excreted by the liver through the biliary tract Posselt 
has pointed out that gall bladder disease not infrequently follows 
sooner or later after an attack of paratyphoid fever In dysentery 
and cholera also the causal organisms may settle in the gall bladder 
Cholecystitis, too, is often preceded by a hepatitis Appendicitis has 
often been suggested as a possible aetiological factor in gall-bladder 
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disease, thus raising the question whether infection reaches the h\er 
by the lymphatics or the blood-stream The association between 
gastro intestinal ulceration and biharj disease is also notable 

It has often been debated, too, whether infection reaches the 
biharj system from the liver in the bile or by a Ijmphatic spread 
The following generalization is put forward in the endeavour to 
simplify these various problems The liver may become infected from 
any lesion of the gastro-intestmal tract , the intact mucosa is the 
banter tihtck normally prevents the ingress of infection In diseases 
such as typhoid, paratyphoid, dysentery, cholera, and gastric or 
duodenal ulcer, the breach in the mucosa forms a port of entrj for 
pathogenic organisms into the portal system 

Turning now to the particular case of the rectum and anal canal, 
we have to consider how far suppurative diseases of the rectum 
such as infected thrombophlebitis at the caval-portal junction, and 
even piles themselves — for since these bleed they must constitute 
breaches in the mucosa — may allow access of infection to the portal 
tract In order to obtain some evidence on these points 100 chole 
cystectomy cases from Professor Schonbauer’s surgical clinic were 
asked to present themselves for follow up examination At the 
same time, ioo other patients who had come for minor troubles such 
as fractures, and were presumably healthy were chosen (Control 
Group I) In this group there were 52 men and 48 women A 
further 100 cases (Control Group II) were selected from patients 
whose histones gave no hint of rectal varicose troubles The age 
incidence in each group is set out in Table 2 The patients in all the 
groups were examined with the proctoscope, and in all groups the 
histones were carefully retaken with regard to previous appendi- 
cectomy, gastric or duodenal ulcer, typhoid or djsentcrtc infection 
constipation, and the appearance of blood in the stools The statistics 

Table 2 — Showing Incidence of Slppi native Rectal Disorders amongst 
Cholecystectomv Patients and Two Control Grolfs 


30-34 
35-39 
40-44 
45-49 
50-5? 
Oser 60 
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thus compiled show that in the cholecystectomy group there had 
been about six times as man} appendicectomies as m the control 
groups Peptic ulcers were about twice as frequent in the chole- 
cystectomy patients 

E\ idence of rectal varicose disease was found in a surprising!) 
large number of the cases Among the cholecystectomy patients no 
less than 79 had rectal varices Examination of Control Group I 
emphasized the widespread existence of this complaint, for rectal 
varices were present in 43 In Control Group II there were 28 
such cases To sum up, the proportion of patients with rectal 
varicose disease was two or three times as great in the cholecystectomy 
cases as in the controls About the same relation obtained for 
constipation As many as 28 per cent of the cholecystectomy patients 
had had at one time or another anal fissures In 14 cases, fissures 
in the acute stage were found, though this was not noted m the history 
In the control groups, on the other hand, 8 healed fissures only were 
found In addition there were 9 fistula cases among the cholecystec- 
tomy patients The results are tabulated m Table 3 

Table 3 — Showing Incidence of various Mordid Conditions 
in Cholecystectomy Patients and Two Control Grolps 

Hutorv and CuoLtctsrrcTOMv Control Control 

Examination I Case* Grolp I Groi p II 

Appendiccctomy 31 (25) 

Peptic ulcer 10 (io) 

Dysentery 1 < (5) 

Typhoid 88 (6) 

Constipation 71 

Blood in stool | 74 

Hemorrhoids 79 

Anal fissure 28 

Fistula ' g 

The figures in parentheses in the first column refer to the 
number of cases that had at the same time symptoms of rectal varicose 
% , n/l 13 Vari ■5 ,'OTTa vjt vqfismt) 

An interesting fact repealed by the statistics is that all of the 
100 cholecystectomy patients had had some breach of the intestinal 
mucosa Of this same group, no less than 37 showed evidence of 
either acute or chronic anorectal thrombophlebitis Since our three 
groups differ in age and sex distribution, the values given by Hoff 
and Tietze for the incidence of these various diseases in a standard 
population group were taken, and the probable errors of the difference 
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between their figures and our cholecvstectomv figures calculated 
Exhaustive examination of these data is impossible in the limited space 
of thts book We content ourselves with showing in Table 4 the ratio 
of the actual differences found to the probable errors of difference 

Table 4 — Showing Incidence of Vshiois Conditions 
iv Choixctstectom 1 PirrEN ts 

Apperulicectomy — 55 times as groat as probable error of difference 

Peptic ulcer 1 1 

Dysentery — 03 

Constipation 3 2 

Blood in the stool ™ 52 

external noduli 3 3 

fissure and fistula 4 3 

It is in general agreed that a difference more than three times 
a9 great as the probable error of difference is statistically significant 
and this would apply to quite a number of the items, in some of which 
the proportion is well above this level This holds for appendicectomy 
constipation blood in the stool, external noduli, and fissure and fistula 
so that the incidence of each of these in patients who have had a 
cholecystectomy performed is significantly above the average On 
the other hand the ratio for peptic utcer is not significant (only 1 1 
to 1), and the same may be said of dysentery 

From these figures it must be accepted that infection entering 
by the hjemorrhoidal plexuses plays an important part in the genesis 
of biliary disease \V ith regard to the route by which infection 
travels, we hold the view that organisms entering through a perforating 
appendicitis, through typhoid and paratyphoid ulcers and those of 
dysentery or cholera, or through anal fissures and fistula:, as well as 
in all probability through the lesions of ulcerative colitis, pass to the 
liver in the portal blood stream 

This investigation may be said to confirm the very old belief 
that a relationship exists betw een * piles gastro-intestinal disease 
and biliary and liver disease No gall-bladder patient therefore 
has been properly investigated until he has been thorough!) ques 
tioned and examined as to anorectal lesions Hitherto as a rule no 
attention has been paid to this aspect of the cases The converse is 
also true, that aTl patients with varicose rectal disease s'nouid 'nc 
interrogated and examined for evidence of gastro-intestinal and 
biliary disease We would again emphasize how striking it is to 
observe the disappearance of biliary attacks or dyspepsias simul- 
taneously with the healing of the rectal lesions 
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CHAPTER XII 

ANORECTAL MUCOSAL PROLAPSE 

It will be recalled that earlier in this book it was stated that digital 
examination of the rectum in patients with rectal varicose disease 
reveals important differences m the sphincter tone While in some 
cases the muscle is firml) contracted against the examining finger, 
in others the sphincter action seems almost non existent In general, 
the longer the duration of the disease, the flabbier the sphincters and 
the pelvic floor musculature We believe it to be the venous stasis 
and congestion which produces first a hjpertonus and then a loss of 
tune of these muscles , similar reactions of muscle to congestion are 
met with elsewhere in the bod), as alread) described The hvpertonic 
stage ma) be observed m almost all earl) fistul«c and fissures, but it 
passes m the course of time on to a weakness of the sphincters 
The phenomenon ma) be compared with the tendency to read) fatigue 
found with varicose veins, which is probabl) the expression of a 
progressive impairment of the muscular power The same applies 
to the bladder and the bowel, and the rule ma) perhaps be found 
to extend to the entire musculature, the heart, and the blood 
vessels It is this behaviour of the muscles in the presence of 
prolonged venous congestion which is fundamental!) responsible for 
anorectal prolapse 

Writers on the subject of prolapse have been impressed, perhaps 
undul), b) the fact that anorectal prolapse is often found associated 
with visceroptosis, varicose veins, flat feet, and utero-vagmal prolapse 
This had led to the conception of a constitutional weakness of the 
connective tissue of the bod) as an aetiological factor But it mav 
be argued from the fact that varicose veins, rectal varices, and 
anorectal prolapse all tend to occur during pregnane), that the same 
venous congestion ma) be the main cause of all of them In our 
view, both rectal and uterine prolapse can be attributed to pelvic 
venous congestion While in men the results are seen in the rectal 
prolapse, in women the uterus is the first to suffer In women 
rectal prolapse is of rarer occurrence, but the two forms of prolapse 
are fundamental due to the same causes 
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Many of those patients who later develop prolapse of the anal 
mucosa complain at the beginning of a feel ng of something in the 
rectum — a false defecation impulse This tenesmus is due to 
increased sphincter tone sooner or later 
succeeded bj a loss of the normal tone 
Concurrently the chronic venous conges 
tion and the flood ng of the mucosal vessels 
with portal blood give nse to a proctitis 
the weeping and cedematous condition of 
the mucosa corresponding to the eczema 
seen in the anal skin The watery dis 
charge from the mucosa induces a frequent 
desire to evacuate though no stool is 
n t-mbranr i^o ng procure* present in the rectum (Fig 38) The 

chwge h prof *«■ seer? ion constant straining helps to produce a 

weakening of the levator am muscles 
and the whole pelvic floor The patient believing himself to be 
constipated resorts to aperients— the favourite being a drastic saline 
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purge Commonly the prolapse first appears after such a purgation 
As a rule the prolapse is replaceable at first but unfortunately it 
becomes progressively worse until it interferes with the patient’s 
work, and makes htm afraid to go about freely Bleeding and 
discharge become superadded and the undergarments require constant 
changing Such patients may often be observed to stand with the 
legs crossed, hoping m this wav to keep back the prolapse 
Frequently the condition develops rapidly in patients with piles, 
after some strong aperient has been taken, and the sufferer does not 



Fig 40 — Anal prolapse 


realize that the prolapse should be replaced at once Acute cedema 
of the prolapsed mucosa then develops and incarceration and necrosis 
may follow As a rule even m these advanced cases replacement 
is possible with care It is important, however, not to make the 
mistake of attempting also to reduce cedematous external noduli 
(Figs 39 40, 41 ) 

Many operations have been advised in the attempt to relieve 
this manifestation of varicose disease Unfortunately these procedures 
are on the whole just as unsatisfactory as are operations for uterine 
prolapse These measures depend on purely mechanical principles 
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and take no account of the aetiology of the condition The primary 
and essential cause of the prolapse is the atrophy of the muscles of 
the pelv ic floor due to venous congestion and portal backflow This 
statement is supported by the successes we have had in the treat 
ment of rectal prolapse by the vein compression method The 
mucosal prolapse must be regarded as the list link in the chain of 
manifestations of the rectal varicose sjndrome Treatment should 
begin with the prevention by injections of the backflow of portal 
blood This is earned out exactly as in the treatment of hiemor 
rhoids In difficult cases the region of the sphincter itself may 



f ( 4 —Prolapse of anal mucosa 

require to be injected in addition This ma) be done two or three 
times under local anesthesia 

The operative removal of strips of mucous membrane for 
prolapse has the same disadvantages as Whiteheads operation for 
piles Often the bleeding and constipation are not relieved and 
cicaftacital contraction or recurrence of the prolapse is all too frequent 
a sequela (Fig 42) A large proportion of our cases of prolapse had 
already been operated upon unsuccessful!) — often more than once 
That these failures cannot be due to bad technique is suggested by 
the fact that even the most experienced rectal surgeons have a large 
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percentage of failures Since prolapse generally occurs late m life, 
the cases suitable for operation are necessanlj few The patients 
and their relatives are generally slow to consent to the risks of an 
operation 

In the *\ein compression’ treatment we have a method with 
which no surgical procedure can compete , and surgeons would be 
well advised to learn the details of the technique This applies 
even to those who still prefer to treat haemorrhoids b) operation 
More than 360 cases of prolapse have now been treated bj the 
author with injections, and the strikingly successful results have 



Fig 42 — Prolapse after Whitehead s operation 

only been equalled in the case of fissure In 95 per cent there has 
been complete relief, and in the remainder great improvement In 
fact, there have been no real failures in this series There are, it is 
true, sometimes minor recurrences about a jear later, necessitating 
further injections 

As a rule, prolapse needs more prolonged treatment than 
haemorrhoids Moreover, since the patients are usually older, some 
caution is needed Not more than three deposits of 3 minims each 
should be injected at a sitting Even with these small doses, improve- 
ment may be noted after the third treatment 
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CHAPTER XIII 

VARICOSE VEINS OF THE LEG IN RELATION 
TO HAEMORRHOIDS 

ALTHOUGH varicose \eins are a very common complaint, their 
aetiology has never been satisfactorily worked out It has been 
customary to account for their presence by some interference with 
the venous return — as for instance, valvular heart disease, abdominal 
tumours, or pregnancy The enlargement of the uterus has always 
been considered to act as a mechanical obstruction Yet, as has 
already been pointed out in Chapter VIII, the varicosities may 
develop at a stage when the uterine enlargement is quite insufficient 
to produce any mechanical effect Consideration must be given to 
the alternative possibility that the same changes which produce the 
blue discoloration of the vulva (one of the first signs of pregnancy) 
may also be responsible for the development of varicose veins of the 
leg We consider, as has already been discussed in Chapter 1 III, 
that the reversal of stream which occurs during menstruation and 
pregnancy is one of the most important causes of pelvic congestion 
in women It is therefore a logical step to ask whether these same 
factors may play a part in causing leg varices Varicose veins, like 
anorectal varices, exist in a variety of forms Thus, while in the 
thigh tensely filled tortubus veins as large as one’s finger may be 
seen, at the ankle and on the dorsum of the foot the vessels are very 
small and no large ones are to be found Similarly, the larger 
haemorrhoidal dilatations he above the sphincters, in the sphmcteric 
part the vessels are smaller, and at the anal margin they are quite tinv 
Great stress has been placed upon the importance of the valves 
in the aetiology of varicose veins In our opinion, valvular incom- 
petence plays only a secondary role , in the superior hasmorrhoidal 
veins there are no valves, yet stream reversal only occurs in certain 
specified circumstances, as when the intra abdominal pressure is 
raised during defecation It is quite probable that increase of 
intra-abdommal pressure is not the onlv factor whtch can disturb 
the circulation in this way It may be that liver insufficiency, 
however caused, as well as sundry other factors can singly or together 
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disturb the balance between the portal and caval circulations The 
following instances might be given — 

1 The flattening of the diaphragm during defecation may 
compress the inferior vena cava as it passes through this muscle 

2 Chronic compression, displacement, or distortion of the caval 
opening (foramen quadratum) may be produced by hepatitis, cirrhosis, 
Uver tumours or gummata, and similar conditions Probably an 
enlargement of the liver may slightly compress the inferior vena cava 
in this situation , while any displacement of the heart might similarly 
distort the vessel with consequent embarrassment of the blood flow 

3 An increased pressure in the main portal vein could lead to 
congestion in the ultimate branches of the hasmorrhoidal plexus, 
and through these pressure might be transmitted to the caval system 

The close comparisons which can be made between the hsemor- 
rhoidal and the saphenous venous systems have already been 
emphasized several times No less striking than the anatomical 
and physiological comparisons are the pathological, thus — 


Lotcer Limb 
Vancose ulcer 
Varicose erythema 
Varicose eczema 
Varicose pruritus 
Thrombophlebitis 
Acute suppurative thrombophlebitis 


Rectum 
Anal fissure 
Erythema ant 
Anal eczema 
Pruritus am 
Pert anal thromboses 
Pen anal abscess 


Chronic suppurative thrombophlebitis Anal fistula 


Just as varicose ulcers are usually found on the lower third of 
the leg, and hardly ever on the thigh anal fissures are found at the 
lowest part of the anal canal The same is true for erythema eczema, 
and pruritus Spontaneous thromboses occur in both rectum and 
lower limb, more commonly than anywhere else in the bod) As 
has been previously explained, these thromboses are brought about 
by the backflow of portal blood into the caval vessels of the rectum 
and the leg respectively On these lines, all the pathological mani- 
festations can be explained, as well as the good results of injection 
treatment ft heroines cfear ai'so why no anai'aguus conditions are 
seen in the upper limb In the arm there is no such thing as varicose 
eczema, or localized pruritus Neither ulcer nor thrombophlebitis 
occurs, and no varices of any importance are found This is because 
there can be no connexion between the portal and the superior vena 
cava circulations Since varicose veins of the leg are so often com- 
plicated by an ulcer, it is at first difficult to understand why ulcers 



128 HAEMORRHOIDS AND THEIR TREATMENT 


do not occur on the thigh, e\en though the veins maj be varicose 
Perhaps the explanation is that where numerous large collateral 
\essels exist, the portal toxins tend to be rapidly diluted and earned 
along while in the very small veins, the toxins are brought into 
such close relation to the shin that the latter is damaged A similar 
argument may be applied to the rectum 

The tags of shin about the anus may be compared with the 
new formation of subcutaneous connective tissue in the leg The 
bleeding from a hemorrhoid resembles that from a ruptured \ ancose 
'em in the leg The atrophy of the sphincter muscles may be 
compared with that which takes place in the calf In so far as flat 
foot is the result of ligamentous and muscular weakening produced 
by varicose veins, it is comparable with anorectal prolapse, which 
results from recta! vances Even the boring and stabbing pains 
complained of by patients with varicose \eins are exactly similar to 
those experienced by sufferers from piles Indeed, there is no mam 
festation of varicose veins which has not its counterpart in the recta! 
syndrome Enormous varicosities may exist in the rectum without 
producing an> symptom, while on the other hand, scarcely visible 
dilatations of minute veins may produce severe attacks of pain In 
the same way, very large varicosities on the leg may be quite 
symptomless, while in cases where the objective signs are ver> slight, 
symptoms may be very severe 

There is no doubt that, in women, menstruation and pregnancy 
play the chief part m the causation of varices, whether of the rectum 
or the lower limb The development of the vances will be favoured 
by each physiological reversal of the portal blood stream In women, 
too, many auxiliary factors such as adnexal inflammation — acute or 
chronic {edema of the broad ligaments (parametritis)— ma) press upon 
the lateral pelvic wall and thus interfere with the flow of blood m the 
internal iliac vein The same applies to ovarian tumours and uterine 
fibroids In the male, of course, these factors are absent and the 
disturbances are chief!) central in origin In the first rank is liver 
damage due to alcohol or syphilis Cirrhosis and gummata are more 
frequent in the male than in the female Hard ph>sical labour and 
cardiac strain must also be considered fn brief] a(T those factors 
mentioned when discussing the aetiology of piles are equall) impor- 
tant m the causation of varicose veins m men \ ancose veins and 
hemorrhoids are, in other words, the outward manifestations of 
a more deep-seated complaint 
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CHAPTER XIV 

INSTRUMENTARIUM 


Proctoscopes. — As long as twenty -five jears ago, Foges, who 
had performed six thousand proctoscopies, gave his views on the 
diagnosis of internal hemorrhoids He emphasized that these could 
not be felt, but must be seen The proctoscopes in general use then, 
as now, were quite unsuited to the diagnosis of higher- l)ing vances, 
as Foges well knew 

To overcome the disadvantages of such instruments, a series of 
proctoscopes with lateral windows or lateral slits was evolved during 
the earl) years of this centur) Two instruments invented b) 
Fergusson ( Fig 43) are representative 
Many modifications of the type were 
subsequently tried out R 1 V 

Adaptations have been made and j 

used b) Abnght and Kelly, Bensaude, I I 

Junghanns, Kirschen Blond, and Schur, I 1 || 

among others All these instruments are I ■ || 

derived from a proctoscope produced I I 

twenty-five years ago in Vienna, an I j ■ 

example of which has been presented l 1 ■ 

to me None of the instruments in use 

to day can claim to be original , and this ^ ZmS ? 

proctoscope, with its built in electric _ , 

f r . , , , r<g 43 — Fergusson s proctoscopes 

light, compares very favourabl) with 
any in general use to-day (Fig 44) 

Many of the modern proctoscopes, especiall) those with sliding 
apertures, are less efficient than this original model In many, for 
example, if a polyp is trapped in the opening, the removal of the 
instrument without actually tearing off the polyp can be most diffi- 
cult We have devised a series of proctoscopes, of which the latest 
is a distinct improvement in several respects on older instruments 
It is very compact and gives a view of the mucosa of a clarity never 
before attained The instrument consists of a tube ending in a 
solid domed tip Inside the tube is a polished metal mirror, and the 

9 
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end of the tube is completely closed, which has the great advantage 
of keeping the proctoscope free from fecal matter The size of the 
side window through which the rectal wall is examined has been so 
chosen that should a hzemorrhoid protrude 
mto the lumen it may be disengaged with 
ease by rotating the tube The instru 
ments with sliding windows are defective 
in this respect The light is controlled 
by a switch on the handle in which the 
battery is enclosed in a watertight com- 
partment Thus damage to the contents 
from water is completely prevented The 
actual proctoscope tube is interchangeable 
and is quickly connected with the handle 
and light by a single milled screw When 
attached, it may be rotated in either direc- 
„ ... , , tion Tor higher examinations the tube 

ri| 4t— PtiCtfeC pc I reduced , ,? ... 

m Vienna t»eni\ iwe years a* may be quicklj replaced by a rectoscope 
A lens mounted on a pivot at the side 
enables the finest details, such as internal fistulous openings and 
small ulcers, to be examined It is a most practical and efficient 
instrument of great general utility ( Fig 45) 

Syringes — -The drop-syringe is a very important item There 
are quite a number of such 
instruments on the market 
The ideal syringe for heavy 
duty should have the fol- 
lowing points (1) It 
must remain sterile without 
repeated boiling (2) It 
must be always ready for 
instant use, to avoid 
delays (3) It must deliver 
exact dosages (4) The 
piston must not come in 
contact with the quinine 
solution 

The author has now produced a satisfactory synnge on these 
lines, and its design may be understood more clearly from the figure 
(Fig 46) than from a verbal description The injection solution is 
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supplied ready sterilized in a glass tube closed at each end with a 
rubber plug One of these plugs is capable of being forced along 


I 



Fig 46 — Bloods phial drop syringe showing the components 


the tube bj the piston of the sjringe, after the whole tube has been 
placed in the frame of the latter The needle, which is pointed at 
both ends, pierces the rubber plug at the other 
end of the tube, and is held in place bj a screw 
fitting A soft metal guard ensures that the needle 
does not penetrate more than a quarter of an inch 
or so into the tube An additional advantage is 
that the needle thus attached cannot become loose 
or fall off into the rectum The sjringe maj be 
used repeatedlj, only the needle needing steriliza- 
tion, because the piston does not come into contact 
with the solution If some twenty to thirty needles 
are available there need be no delaj If the 
sjringe falls, only the tube is broken and this 
may be replaced at once If the contents are not 
used up on one case, the rest can be given to 
the next patient The contents alwajs remain 
sterile , only the needle needs to be changed 

Another useful sjringe is that made bj Melzer 
It has been modified by Blond to overcome certain 
defects and includes a mechanism which delivers 
measured minim doses ( Ftg 47) The mechanism 
may be attached to an ordinary glass barrel like drop syringe 

that of a tuberculin syringe The piston-rod is 
notched and the notches engage with a lever {Fig 47 B) When 
the syringe is to be filled, this lever is disengaged bj pressing the 
button (A) To eject the contents, the lever is pressed, and this 
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forces down the piston, delivering a dose of i, 2, or 3 minims 
according to the position of a regulator The latter is adjusted by 
pressing it sideways, and moving it to one of three positions marked 
respectively I, 2, and 3 It is held firm by a small stop which clicks 
into a hole in the regulator Thus the descent of the piston is 
limited, and it is impossible to give more than the desired dose 

For injecting the solution into fistulse, a blunt needle is used, 
as otherwise the wall of the track may be pierced and the solution 
placed in the surrounding tissue For the paste, a special syringe 
is used, fitted with a screw -on cannula It is illustrated in Fig 31 
The complete equipment for treating fistuke should include soft 
flexible probes, and a set of long sharp spoons Tor very long, 
resistant fistula:; with rigid walls, a probe covered with insulating 
material as far as the olive end, which thus forms a diathermy 
electrode, is very useful 

Diathermy Apparatus. — We make extensive use of the 
diathermy for the removal of external skin tags and polypi, and for 
laying open short fistulous tracks The apparatus which we use is 
specially adapted for this work 

To secure the best possible cutting current with a minimum effect 
on surrounding tissue or cause coagu- 
lation, the wave-length is extremely 
short Moreover, the voltage can be 
f'-'V increased to give a ‘flat’ cut which 
V/ heals well with very little reaction 
(j By lowering the voltage and the 
[l frequency, a coagulating current is 

* obtained for purposes of haimostasts 
6 The change over is earned out by 
simply pressing a button Ifemostasis 
is most easily secured by using an 
artery forceps as an electrode, or with 
j the sphetical electrode (Fig 48, 4), 

\ and the rapid change to coagulating 
8 current is most useful '1 he instal- 
ment is capable of v eiy fine adjustment, 

Jm and there is no faradtc current The 
accessories shown m A? 48 include 
all that is needed for the treatment of out-patients The patient 
either lies or rests on the lead-plate electrode, it being unnecessary 
to remove the clothes 
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The following accessories are illustrated in Fig 48 (I) A 

handle with a finger-contact is used to hold the various electrodes 
For working through the speculum an extension handle (2) is 
attached The interchangeable wire snare (6) the needle (8), and 
the scalpel (5) are used for cutting For coagulating fistulas the 
probe-electrode (3) is used The two ball-electrodes (4, 7) are also 
for coagulation purposes 

The Author's Polypus Forceps — This is an instrument designed 
for the removal of polypi Their removal has previously required 
general or local anaesthesia and has often been accompanied by much 



f'S 41 — Blond s insulated polvpus forceps 


bleeding Our improved technique consists in substituting a vulcanite 
tube for the usual metal one of the proctoscope It has a metal ring 
upon it which is completely insulated The polyp protrudes through 
the side window and a diathermy loop is slipped over it It is then 
seized with the right angled insulated clamp ( Fig 49) and the current 
is passed through the loop The handle of the latter is gently pulled, 
and the polyp and clamp come away The operation is simple, 
bleeding is minimal, and the entire procedure may be carried out 
in the out patient clinic without the need for any anaisthesia or 
special preparation 
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